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WHITHER THE JOURNAL? 


This issue marks the beginning of the 
sixth year of publication of this Journal 
as the official periodical of the Canadian 
Psychiatric Association. It appears to be 
an appropriate occasion on which to take 
stock of our progress and to indicate our 
course for the future. When the Journal 
was launched in 1956 it was stated that 
it should become a medium for inform- 
ing members of new developments, re- 
viewing important areas of clinical and 
administrative psychiatry and allowing 
an exchange of points of view on con- 
troversial matters. At the same time it 
was hoped that it would carry the ori- 
ginal research of Canadian psychiatrists 
throughout the scientific world. 


During the past five years the member- 
ship of the Association has doubled and 
the productivity of psychiatrists has 
increased proportionately. Therefore the 
demand for publication has grown 
beyond the capacity of our quarterly 
journal to handle without an irritating 
and detrimental back log. Two solutions 
were possible; to enlarge the number of 
text pages per issue or to increase the 
frequence of publication. The Board of 
Directors have decided to move toward 
a monthly publication and have directed 
that the first step should be to increase 
the frequency to six issues a year. The 
reason for this decision lies in the fact 
that for the vast majority of members in 
a country of this size the main link 
communication between members is 
through the Journal. To carry out this 
plan the Journal has to become self- 
supporting, and to purchase certain ser- 
vices that in the past had been provided 
on a gratuitous basis. With the new fee 
structure approved at the annual general 


meeting in 1960 it becomes possible now 
to publish issues on a bi-monthly basis 
beginning this year. 

As we look back on the five years 
and recall some of the anxieties we had 
at the time of launching we have cause 
for gratitude. The number of papers 
submitted have been above our expecta- 
tions, and mostly from Canadian sources. 
The members of the Editorial Board have 
been most hard working and concien- 
tious in editing manuscripts and have 
assisted neophyte authors in improving 
their presentations by explicit and de- 
tailed constructive criticisms, which in 
every case been passed to the original 
author for his guidance. We are thankful 
that the financial support provided by 
our advertisers has continued to grow 
parallel with the rising costs of produc- 
tion. 

Lest it be thought that an air of com- 
placent satisfaction pervades the Editorial 
office we should mention some of our 
concerns. In the first issue we stated that 
papers presenting findings of investiga- 
tions, based upon numerical differences 
in incidence of associations, or outcomes, 
should indicate the application of appro- 
priate statistical tests of significance. This 
requirement is still too often omitted. 
And the fact that dismays us is the 
paucity of reports and papers dealing 
with clinical matters aside from drug 
evaluations. Particularly, there is a lack 
of case reports of atypical cases, unusual 
syndromes, or previously unreported 
complications. Occasionally over a meal 
(or in a bar) a colleague will tell us of 
“an interesting case’ ‘and conclude by 
remarking “I must write it up and send 
it to you”. We are still waiting! We also 





yearn to have an opportunity to publish 
the opinion of members on some of the 
issues of the day. About six months ago 
we published the report of the committee 
on economics. From discussion, we know 
members who have very definite views 
on the proposals of that report. The 
Journal exists to provide you with an 
opportunity to air these opinions and 
communicate your ideas to your col- 
leagues. 


“ CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL 





Vol. 6, No. 1 


Finally, we must appeal for brevity 
and clarity. Often manuscripts submit- 
ted represent too obviously the unedited 
notes of a lecture designed to fill a period 
of an hour. A persistent criticism of the 
Editorial Board is the irrepressible ten- 
dency to verbosity and redundancy. 
With the prophet Habakkuk we would 
say “Write the vision and make it plain 
upon the tables, that he may run that 
readeth”’. PALRA. 
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ELECTROENCEPHALOGRAPHY AND PSYCHIATRY* 


MicHaAEt G. 


In its slow development electroence- 
phalography seems to have given more 
promise and more disillusionment in psy- 
chiatry than in any other of its facets. 
It appears justifiable to look to the reasons 
for this, not as a review of existing liter- 
ature, but in the light of one’s own 
experience and opinions, realizing that 
other workers in the field may disagree 
and hold their own opposing ideas. This 
must be expected for by no stretch of 
the imagination can clinical electroence- 
phalography be called an exact science 
but like all else in medicine a blending 
of the art and science of interpretation. 

As an investigative tool electroence- 
phalography has never settled in a firm 
groove and on reading the literature one 
finds it flitting from the localising of 
cerebral tumours, seeking out conditioned 
responses, exploring the centrencephalon 
to aiding the anesthetist to judge the 
depth of anesthesia. 

In spite of this one must bear in mind 
its tremendous contribution to the under- 
standing of brain function. Not directly, 
but usually as a pathfinder, turning up 
new observations which require explor- 
ation by other techniques, leading specu- 
lation which later becomes factual obser- 

vation and indeed generally acting as the 
carrot at the front of the neurophy sio- 
logical donkey’s nose. In all this there 
have been innumerable attempts by both 
electroencephalographers and psychi- 
atrists to relate the wave patterns to 
specific psychiatric states. By the first in 
the hope of finding a vast field of —, 
ation, by the second in the hope of 
getting a reliable way to turn the intan- 
gible thought processes into some more 
tangible form. Virtually all investigators 
seem, on penetrating the frontiers to 
have found the field barren and turned to 
more profitable applications. 

*The Academic Lecture delivered to the Canadian 
Psychiatric Association Meeting, Banff, June 1960 


1Electroencephalograph Department, Winnipeg ‘Gen- 
eral Hospital 


SAUNDERS, 


M.D., M.Sc.’ 


One of the reasons for this turning 
away seems to be that neither the psy- 
chiatrist nor the electroencephalographer 
knows what to seek and because con- 
tinuously electroencephalography _ has 
been dominated by a neurological or 
neurophysiological attitude. Further- 
more, there has arisen the traditional and 
incorrect assumption that abnormal elec- 
troencephalograph activity is mainly asso- 
ciated with the epilepsies. This neuro- 
logical domination is surprising when it is 
realized that Hans Berger, the father of 
electroencephalography, was Professor of 
Psychiatry at the University of Jena. 
However, he himself did some harm to 
electroencephalography due to his secre- 
tive and dogmatic attitude and his volu- 
minous and often unscientific reports on 
the subject in “Archiv fur Psychiatrie” 
appearing in the late 1920's and early °30s. 
Nonetheless, Berger’s findings were sig- 
nificant enough for others to seek to 
confirm or disprove his observations, 
particular amongst these was E 
Adrian, Professor of Physiology at the 
University of Cambridge and one of the 
most outstanding neurophysiologists of 
his day. Adrian not only confirmed the 
correctness of certain of Berger’s obser- 
vations but added new technical proce- 
dures to help explore the origin and 
meaning of the electroencephalogram. 
By his exact attitude and the care of his 
techniques Adrian caused electroence- 
phalograpy to pass from the speculative 
concepts of Berger to the objective field 
of the neurophy siological research work- 
er. Grey Walter returned electroence- 
phalography to the clinical field by de- 
monstrating the value of the test in local- 
ising cerebral tumours. With the rather 
high incidence of autopsies in neuro- 
surgical cases little chance for speculation 
or guesswork was permitted in this appli- 
cation of the electroencephalogram. 
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In North America electroencephalo- 
graphy developed along different lines. 
Again a neurophy siologist — Alexander 
Forbes at Harvard — sparked interest in 
the field but in this case the changes of 
the electroencephalogr ram in phy sio- 
logical and in pathological states became 
the centre of most research. Greatest 
interest centered around Berger’s own 
observations on the changes in patterns 
seen in the epilepsies. This is hardly sur- 
prising when one remembers the drama- 
tic and violent changes that can occur in 
the patterns during an attack, as may be 
seen in the Figure 1. It was evident that 
at last confirmation of Hughlings Jack- 
son’s concept of an electrical storm in 
the brain activating a convulsion had 
appeared. A new tool for investigation 
and diagnosis of the epilepsies was avail- 
able. 


By the end of the 1930's electroence- 
phalography was established as a diag- 
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\ paroxysmal burst of spike-slow wave complex activity seen in an otherwise normal record. 


nostic procedure for investigation of 
suspected brain tumours and epileptic 
disturbances. As is inevitable, different 
centres grew up in Europe and North 
America, centering around the epilepsies. 
The family tree of this dev elopment is 
shown in Figure 2. As may be seen psy- 
chiatry play ed no prominent part in the 
grow th of this tree and the somewhat 
paternal attitude adopted by neurologists 
and neurophysiologists did little to en- 
courage the psychiatrist to come into this 
field. 

The two most influential schools of 
electroencephalography were and are 
those under Jasper at the Montreal 
Neurological Institute and Gibbs at the 
Neuropsychiatric Institute in Chicago. 
Both are noted authorities on the epilep- 
sies, the former adopting a precise scien- 
tific and anatomical attitude the latter a 
more diffuse clinical approach. Both 
caused electroencephalography to be 
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Fig. 2. Fhe outline of the family tree of electroencephalography. 


equated with the epilepsies and Gibbs 
confounded this further by classifying 
electroencephalogr aph patterns with de- 
scriptive clinical terms. “Petit Mal pat- 
tern”, “Convulsive pattern”, and the like, 
crept into the literature and gradually 
came to imply the presence of these dis- 
orders even when no clinical evidence of 
the condition existed. 

The narrowing of attitude and prece- 
dence of findings from an ancillary test 
over clinical observation has produced 
anomalies disturbing to the more critic- 
ally minded clinician. To describe the 
type of pattern seen in some children 
with squints as “convulsive” when no 
other evidence of a convulsive disorder 
exists can be truly misleading. All inter- 
preters have committed this error and it 
is only when one finds later that a case 
showing a “convulsive” pattern turns out 

be an islet cell tumour, barbiturate 
poisoning anad so on that one becomes 
aware of the fallacy of the equating the 
electroencephalogram so closely with the 
epilepsies. One suspects that the psy chi- 
atrist has been aware of this fact for a 
considerable period and has had serious 
doubts as to the value of the test when 
receiving a report suggesting the presence 
of a convulsive disorder in an obvious 
paranoid or manic-depressive. Occasions 
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have arisen where the interpreter would 
imply the diagnosis of epileptic equivalent 
or resort to terms like “epileptoid” in an 
attempt to explain psychiatric disease as 
a convulsive disorder. 

The clinical use of electroencephalo- 
graphy is probably on a far broader 
basis. Experience has taught that one 
cannot make a clinical diagnosis from the 
electroencephalogram alone and indeed 
one can defy any interpreter to do this 
with consistent accuracy. It is possible, 
however, to describe the presence or 
absence of abnormality in the pattern. As 
one knows from experience that most 
brains producing abnormality will show 
change at autopsy so one can expect most 
abnormal patterns to indicate the pre- 
sence of a pathological state. Further- 
more, experience has shown that certain 
types of pattern are associated with 
chronic disturbances and others with 
acute, but it is rarely possible to associate 
an exact pathology. Added to this, from 
experience one knows one can localise 
the probable site of the disturbance with 
some degree of accuracy, but that a brain 
can have on occasion a pathological dis- 
turbance present without altering the 
electroencephalogram. This latter fact is 
frequently explicable on logical grounds 
and is clinically meaningful. 
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tentorial grey matter is damaged. 


the brain and can indicate: 


i) the anatomy of the disturbance 


It cannot make a clinical diagnosis: 





A normal electroencephalogram suggests the probability that no large area of supra- 


An abnormal electroencephalogram suggests the high probability of organic disease of 


ii) a possible acute or chronic pathology 








Fig. 3. The 


These points are outlined in Figure 3 
and it may be seen that the electroence- 
phalogram is being removed away from 
the epilepsies. By implication this suggests 
that although the basic biochemical and 
physiological processes causing abnor- 
mality in an epileptic or a schizophrenic 
could be similar, there are other factors 
deciding the clinical pattern of the dis- 
ease and that the diagnosis does not rest 
on the electroencephalogram alone but 
on final integration of clinical and labor- 
atory findings. 

Many electroencephalographers may 
contest the removal of electroencephalo- 
graphy from the sphere of short-cut 
diagnosis. Nonetheless, it should be 
looked upon with no great regret for 
placing it in a more general field opens 
many vistas for understanding and re- 
search in cerebral function and puts a 
new value on it as a diagnostic tool. In 
the light of this the psychiatrist when 
requesting an electroencephalogram can 
ask certain important questions of the 
test: Is cerebral pathology present? 

If present, is it primarily related to the 

cause of the psychiatric disturbance — 

for example, a brain tumour or a cere- 
bro-vascular accident? 

Is it a contributing factor to the disease? 

How will the abnormality relate to the 

outcome of the disease? — 

It must be clearly understood that a 
normal electroencephalogram does not 
mean that no cerebral pathology exists. 
The report of normality may be due to 
an incorrect opinion being expressed by 
the interpreter, to present inadequacy of 


basic scope and limitations of routine electroencephalography. 


the technical procedures of the test or to 
certain explicable physiological reasons. 
Improved methods of analysis are neces- 
sary particularly in psychiatric cases 
where probably abnormality is often 
minimal. It is for this reason that we are 
now in Winnipeg setting up semi-auto- 
matic digital converter equipment to 
enable mathematical computer techniques 
to be applied to analysis of the patterns. 
It will become possible to test interaction 
of sensory patterns and quantitate data to 
look for more subtle deviations. It seems 
probable that it will ultimately be pos- 
sible to take much of the guess work 
away from the present form of interpre- 
tation which is so dependent on the ex- 
perience of the interpreters. 


In the psychiatrically disturbed the 
relation of the electroencephalogram to 
the disease is complex and controversial. 
Most will accept that the electroence- 
phalogram is a good and safe method of 
scanning for brain tumours, that a brain 
tumour can cause mental disturbance and 
all psychiatrists dread missing this diag- 
nosis. It is in the mentally ill with no 
demonstrable organic disease and an 
abnormal electroencephalogram that the 
controversy lurks. Is the abnormality a 
representation of a psyche dy sfunction- 
ing due to a diseased brain, is the abnor- 
mality a part of some general disturbance 
that can occur in the metabolic disorders 
or is the psyche aware of some cerebral 
deficit and is using this as an “excuse” for 
the abnormal behavioural pattern? A 


neurophy siologist would like to think all 
mental illness could be explained on an 
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organic basis. However, one cannot help 
but feel that any of the three postulates 
can be the factor, depending on the case. 
The experiments of the neurophysio- 
logists lend support to some of the con- 
cepts of organic cause for certain psy- 
choses and the work of the computing 
engineers studying self-organising sys- 
tems suggests possible mechanisms. If 
organic disease is a primary factor then 
it seems possible that refined electroence- 
phalographic procedures may ultimately 
show specific disturbances in the anatomy 
or the form of the patterns, and activating 
procedures may demonstrate specific re- 
sponses not now seen. Certainly some of 
the metabolic disorders give the impres- 
sion of having complex and specific ana- 
tomical distributions. The hypsarrhyth- 
mias of Gibbs relate almost specifically 
to infantile spasms. The sedation threshold 
appears to relate to certain types of psy- 
chiatric disturbance. We are only starting 
to scratch the surface of technological 
advances. 

However, in spite of technological ad- 
vances, the question of organic cerebral 
defect causing the psychiatric disturbance 
or unconscious awareness of a deficit 
resulting in abnormal behaviour must 
remain a moot point. Perhaps one is as 
much justified in saying that an hysteric 
with electroencephalographic evidence 
of a temporal lobe disorder is behaving 
abnormally due to this unconscious know- 
ledge, as to say that it is the result of 
electrical discharges causing uncontrol- 
lable impulsive acts. The psychiatrist 
himself has to assess the significance of 
the probable organic disturbance in rela- 
tion to the disease and may well need to 
reorientate his thinking as to the under- 
lying mechanisms causing the particular 
condition. When one realises that over 
40°, of all patients in a mental hospital 
may show electroencephalographic ab- 
normality it seems that reappraisal of the 
meaning of the abnormal electroence- 
phalogram and of organic cause of mental 
disease is becoming very necessary. 
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The suggestions of underlying organic 
disturbances lead of course to the final 
question. Does the suggestion of cerebral 
pathology relate to the outcome of the 
illness? Some indications of the answer 
have been given in a paper by Abbott and 
Schwabb showing that epileptics with a 
normal electroencephalogram responded 
better to therapy, held their jobs, rarely 
deteriorated and had relatively few fits. 
With these observations in mind two 
pilot studies have been set up to test the 
conjecture that a normal electroence- 
phalogram suggests a better prognosis in 
the psychiatrically ill. The first study 
consisted of a group of patients seen by 
a psychiatric colleague in his private 
office. Over a period of time all patients 
except obvious marital mal-adjustments 
had electroencephalograms. These were 
later classified into those with normal or 
abnormal patterns. The psychiatrist then 
reviewed all cases and classified them into 
improved or unimproved and deterior- 
ated. Normality or abnormality of the 
electroencephalograms was related to im- 
provement or lack of i improvement. Some 
with normal tracings deteriorated, some 
with abnormal tracings improved, but 
generally the normals got better and the 
abnormals did not. Statistically the rela- 
tion of the electroencephalographic pat- 
tern and final status in the study was sig- 
nificant to the 98°% level. 


A second group consisted of chronic 
hospitalised patients who underwent 
leucotomy or intensive chlorpromazine 
therapy. 136 patients were selected. All 
had electroencephalograms before ther- 
apy and 46°, showed abnormality. The 
relation between the pattern and status 
after a two to five year follow-up again 
showed the trend of improvement with a 
normal electroencephalogram. This time 
to a 95°, level. (Figure 4). 


Both these studies, in spite of their 
inadequacies are of interest for they do 
seem to bear out the intuitive idea that a 
normal record has a better prognosis and 
also may well explain the reason for the 
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LONG TERM EVALUATION OF 136 CHRONIC PATIENTS COMPARED TO 
E.E.G. FINDINGS 
NORMAL ABNORMAI 
Unimproved 46%. 65 
Improved 54° 35 


(Significant to 95 


5 level) 








Fig. 4 


he relation of clinical outcome and electroencephalograph pattern in a group of institu- 


tionalized mentally ill patients. 


relatively high incidence of abnormal 
records in prison, detention home and 
mental hospital in-mates. As the years go 
by a selective filtering occurs. Much 
work needs to be done in this field for 
the prognosis must be a multi-factorial 
complex and the electroencephalogra- 
phic pattern only one of many indications 
of the outcome of the disease. Nontheless 
the presence or absence of a normal 
electroencephalogram is relatively heavy 
weighting in the prognosis. ; : 

From all this it may be seen that even 
with our present relatively imperfect 
understanding and crude techniques elec- 
troencephalogr aphy can be an invaluable 
tool in psychiatry provided its applica- 
tions and limitations are clearly under- 
stood. With advancing techniques it is 
probable better and more exact contri- 
butions can be made. It is unlikely any 
miraculous discoveries in psy chiatry will 
come from riggs nd alone 
but mainly from its indirect effects of 
making the electroencephalographer re- 
appraise his concepts and in posing im- 
portant questions that must be answered 
by the psychiatrist. 
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Résumé 

On a traité d’une maniére générale du 
développement de _ |’électroencéphalo- 
graphie et on a montré les circonstances 
dans lesquelles cette technique est de- 
venue un outil de recherche surtout em- 
ployé par le neurologue et le neurophy- 
siologue. De ce fait, on s'est intéressé a 
I’ électroencéphalographie surtout dans les 
cas d’épilepsie et, vraiment, des électro- 
encéphalographistes trop enthousiastes 
peuvent employer sans trop de précision 
des termes qui laissent supposer la pré- 
sence d’un trouble convulsivant alors 
qu il n’y en a aucun indice clinique. 

L’électroencéphalographie est un pré- 
cieux outil qui permet de constater la 
présence ou Il’'absence de certains genres 
de pathologie cérébrale et les résultats 
de l’épreuve ne peuvent avoir un sens que 
lorsqu’on les met en corrélation avec 
d’autres constatations cliniques 

Une réévaluation de quelques-uns de 
nos concepts en électroencéphalographie 
et en psychiatrie se révéle indispensable 
lorsqu’on sait jusqu’a quel point est élevée 
lincidence d’anomalies EEG chez les 
troublés mentaux, particuli¢rement ceux 
des hopitaux psychiatriques. Ce fait est 
davantage souligné lorsqu’on se rend 
compte que ni les explications courantes 
de la psychiatrie ni celles de l’électroencé- 
phalographie ne permettent de relier adé- 
quatement les dérangements cérébraux 
possibles dans certains troubles psychia- 
triques. 
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DISPLACEMENT 
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TYPES OF DISPLACEMENT REACTIONS AMONG THE 
POST REVOLUTION HUNGARIAN IMMIGRANTS* 


A. F. 


The findings to be reported here derive 
from a study into the social and mental 
health problems of those who have been 
displaced from their customary social 
environment and who, as a result, can be 
presumed to have experienced a break- 
down and re-establishment of their rela- 
tions with society. The study was aimed 
at defining and interpreting the — 
which such displacement elicits, and ; 
identifying the main psycho-social vari- 
ables helping to determine these reactions, 
it being assumed that processes for main- 
taining or re-establishing the individual's 
sense of identity would be of key 
pe yrtance. : 

The subjects of the study were immi- 
grants of Hungarian origin who arrived 
in Canada in 1956-1957 _ after the uprising 
of 1956, and hence were a group for 
whom the problems of self-concept and 
of identity have been particularly acute. 
[his was so since, in the first place, the 
rapid and far-reaching changes which 
swept Hungary during and after World 
War II not only produced a division of 
loyalties and a ‘dissolution of traditional 
social structure, but resulted in the sup- 
planting of traditional ideals by a rapid 
succession of confusing and often con- 
tradictory models imported from other 
societies This succession of unstable 
models created uncertainty and instability 
for the individual regarding his own self- 
image. After the unsuccessful uprising of 
1956 a new identity model for those who 
had left the country appeared, that of the 
refugee, but this ‘offered, of necessity, 
only a transitory stage in the search for 
a stable, satisfyi ing and acceptable iden- 
tity. Secondly, after migration a further 
problem arose through the shift in the 
Canadian stereotype of what a Hungarian 
import should be. Hungarians and Cana- 
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*This study was under the sponsorship of the Section 
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dians had very little knowledge of each 
other before this migration and in con- 
sequence the expectations which each 
had of the other were determined by the 
limited, stereotyped images they had of 
each other. Hungary was identified by 
Canadians as one of the countries which 
had come under the rule of the Com- 
munist party after the war. Only sporadic 
news of the resistance movement or of an 
occasional sports or cultural event 
brought the country more specifically 
to Canadian attention. Similarly, for most 
Hungarians Canada remained a vague, 
rich, distant country without further 
specific attributes. The 1956 uprising 
altered all this. The Hungarian popula- 
tion became the recipients of acclaim and 
sympathy on the part of Canadians, and 
the latter, for those Hungarians who had 
left their homeland, suddenly became 
people from whom they could expect 
safety and support. Thus, a disinterested 
and remote know ledge of each other was 
suddenly transformed into an emotion- 
ally charged, giving and receiving, rela- 
tionship. 

The immigrants found themselves at 
first looked on by the Canadians as heroes, 
or as uprooted and impoverished victims, 
stereotypes which matched quite closely 
the current self-concepts of the delocal- 
ized Hungarians themselves. These 
images, however, had an impersonal or 
group quality, since they were not based 
on direct, individual experiences on the 
two sides, and when contacts did com- 
mence they were dominated by these 
idealized, general concepts. Thus, as more 
frequent interaction developed and the 
intense early emotions faded, a revision of 
the images was called for, a revision 
which led to renewed uncertainty and 
confusion about identity. Failure of either 
side to match the ideal images held of 
them by the other at first led to a reversal 
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of the generalization, quite as extreme as 
the original had been, and considerable 
tension and suspicion now developed 
between the two groups. Finally, when 
this general attitude had likewise faded, 
there remained a great deal of question- 
ing by Canadians of the image which 
they should hold of the Hungarian i immi- 
grants, a questioning w hich did not help 
the latter to establish any more secure a 
self-identity for themselves. The original 
interest in the roles of rebel and victim 
tended to give place to expectations of 
integration and assimilation, and the trend 
was toward focussing on individuals who 
fulfilled these expectations through de- 
monstrably adjusted behavior and self- 
support. The criteria for acceptance now 
became not heroism or suffering, but 
conformity to local social custom, know- 
ledge of the new language, and work 
performance. 

For some immigrants these changes in 
the expectations of their hosts have 
created considerable difficulties, and for 
all of them the necessity for giving up 
something of their earlier self- -concepts 
in order to fit into the new society posed 
a problem. In the course of this study it 
became apparent that there were a limited 
number of ways of meeting such a prob- 
lem and that the individual patterns of 
reaction could be placed into relatively 
clear-cut categories. It is the description 
of these categories which now constitutes 
the main contribution of this paper. 


Material 

The studied group was composed of 
100 immigrants, 65 men and 35 women 
characterized by their homogenous ethnic 
origin, by their former political experi- 
ences, and by the sudden and profound 
change w hich they were having to 
undergo. Some came to the writer's at- 
tention through referrals for psychiatric 
consultation, some through contact with 
social agencies, others were included as 
control subjects. The age limits set were 
between 17 and 50 years. Fifty-nine 
immigrants were under 30 years of age. 
Forty -one immigrants were single; fifty 
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were married, but the marital partner of 
eight individuals remained in the home- 
land; nine immigrants were divorced or 
widowed. 

Distribution according to social class 
showed the following: lower working 
class 41, upper working class 19, lower 
middle class 21, upper middle class 19. 
Social and psychological functioning of 
the immigrants was assessed during the 
second half of the first year and follow- 
up assessment was carried out at the end 
of the second year. The group presented 
a range of different adaptation types and 
the levels, from those who were self- 
supporting and enjoyed thorough well- 
being to those who were totally depend- 
ent on outside help or exhibited severe 
psychiatric illness, suicidal attempts or 
anti-social actions, and to those who 
eventually returned to their homeland. 

Findings 

Direct observation of reactions imme- 
diately following arrival was not feasible 
and_ information regarding initial §re- 
actions gathered retrospectiv ely was col- 
ored by the mood and attitude of the 
immigrant at the time of examination. 
On the whole, paucity of memories re- 
garding first impressions was notable. 
While discussing their first days in 
Canada, most of the immigrants passed 
over this period quickly and went on to 
talk about their present problems or to 
relate memories of the uprising. Never- 
theless, many immigrants described a 
feeling of estrangement, an experience of 
unreality, confusion and bewilderment 
in connection with the events of migra- 
tion. They often used expressions like “‘as 
if it were a dream”; “the whole period 
does not seem real to me” in referring to 
the time of migration. 

During the 8-12 month phase after 
arrival common psychological manifesta- 
tions included feeling of insecurity and 
isolation, states of resentment, unhappi- 
ness, temperamental behavior and feelings 
of guilt and inadequacy. For some immi- 
grants resentment has resulted in return 
to their homeland, and unhappiness has 











January, 1961 DISPLACEMENT 


resulted in suicidal attempts. A feeling of 
bereavement has been common. Perplex- 
ity and insecurity have been almost uni- 
versal. The confession of one of the im- 
migrants is typical for the group: “I am 
just like a five-year old child, perhaps 
even less, here. I have to learn everything 
anew.” The language barrier has often 
created an increased awareness of being 
different and has led to feelings of inse- 
curity and anxiety. Uncertainty, confus- 
ion and overgeneralization regarding the 
new environment, and ambivalent attitude 
to previous environment have often been 
evident. Attitudes have usually been ex- 
pressed in a dramatic manner and have 
often been combined with anxious, de- 
mandirig manner and behavior. 


A feeling of tension, complaints of 
fatigue, restlessness, restless sleep and 
fearful dreams have frequently been re- 
ported. Many immigrants were subject 
to recurrent dreams. Very common 
among immigrants is the dream in which 
the immigrant finds himself in the home- 
country. With some variations of detail, 
the dream has a uniform pattern and 
typical sequence. In the first part of the 
dream the immigrant is back home, meets 
familiar scenes and people but without 
any apparent emotion. Then he is seized 
by the strangeness of the situation and 
by the sudden realization of having noth- 
ing to do there, of not belonging there. 
He remembers his new location and 
wishes to be there. He sets out to leave 
the homeland and to move towards the 
new country. In the second phase of the 
dream he experiences considerable anxiety 
while attempting to reach the place where 
he is in reality. 


Reaction Types 


These emotional reactions and attitudes 
of the immigrants appeared to cluster 
into patterns ‘and fairly definite psycho- 
logical reaction-types could be identified, 
which I have designated by the following 
names: — 

The Over-accepting: This type of im- 
migrant demonstrated an_ enthusiastic 
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acceptance of the new environment. He 
was characterized by a superior effort at 
adapting himself to his new situation. He 
tended to deny his difficulties and to 
suppress disturbing conflicts and painful 
memories. Although he was not free of 
anxiety and insecurity, he was inclined 
to deny emotional stresses. He also made 
a good effort at suppressing any dislikes 
and criticisms of the new environment. 
Together with his unconditional accept- 
ance of the new environment, this type 
often expressed a hostile rejection of the 
previous environment and of his own 
ethnic group. However, after prolonged 
or repeated interviews, reverse attitudes 
and criticism often gained expression. 


A 49 year old married accountant dram- 
atically emphasized the virtues of precision, 
duty, hard work, efficiency, thrift and fore- 
sight. He regarded himself as a valuable, 
solid person, no matter what position he 
currently held. He said, “I have had eight 
jobs already but each job is a little better 
than the last.” He had been cleaner, hospital 
orderly, dishwasher, before he obtained a 
job as an assistant bookkeeper. He was 
enthusiastically seeking contacts among 
Canadians and was very interested in the 
local customs, institutions and current his- 
tory. He rejected his own group; “One 
should avoid Hungarians. I left the past 
behind. I must start everything from the 
beginning. One should only work and learn.” 
He was very critical of those Hungarians 
who asked for help and who verbalized 
frustration and disappointment. He was 
aware of inner tension, complained of poor 
sleep, felt uneasy about competition and 
language problems. However, he showed a 
marked tendency to deny his difficulties and 
to convince himself that everything was the 
very best in his new situation. “The highest 
thing in life is to have free choice and to 
accept challenges,” he stated. One year later, 
he worked as a clerk in the office of a large 
firm. In the follow-up interview, unlike 
the first interview, he was aggressive and 
very critical both of the employer and of 
the Canadian way of life, as he saw it. He 
estimated that he could take over the whole 
office and was quite indignant when his 
abilities were not recognized. He generalized 
everything outside the individual as the 
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“state,”—that the state should do something 
was his recurrent idea for solving problems. 
He remained proud of being healthy and 
“tough” and enjoyed his safety and freedom 
from oppression. 

The wife of this immigrant, who had a 
Ph.D. in library science and worked as a 
charwoman, also expressed similar attitudes. 
“I hate those who are dissatisfied and com- 
plaining.” One of her old friends was very 
dissatisfied and depressed and after some 
struggle with herself she severed the rela- 
tionship with the dissatisfied individual, 
stating, “I am only interested in how much 
money | can make and how much E -nglish 
I can learn.’ 

A 32 year old carpenter was very critical 
of those who were not doing well and was 
very critical of those whom he thought 
spoiled the reputation of the immigrants. 
He appeared contented, ambitious, optimis- 
tic and denied any need for support. “Don’t 
expect help from anyone. You have to learn 
and use what you learn. Find out what 
people expect from you and behave accord- 
ingly.” It was notable that the positive atti- 
tudes were expressed with an exaggerated 
emphasis and persuasiveness. Criticism to- 
wards the new environment appeared only 
late in the interview and was presented with 
an embarrassed admittance of insecurity and 
need for friendly support. On the other 
hand, criticism was expressed in full force 
against his own group, together with a dis- 
play of intolerance toward failure. There 
were signs of preoccupation with cleanliness, 
accumulation of money and emphasis on 
caution, frugality, success and dependability. 

The Actively Critical: This type of 
immigrant display ed openly his critical 
attitude toward the new environment. 
He was a keen observer and constantly 
compared the new with the previous 
milieu. He seldom made a bare statement 
but always evaluated and compared. He 
often gave evidence of a feeling of 
superiority in his culture-consciousness 
or in any other comments about the new 
environment which he found attractive 
but could not fully appreciate. His dis- 
criminating attitude paralleled his ten- 
dency to build an overidealized picture 
of the past. He often showed signs of a 
moderate depression and might feel re- 
sentful and discriminated against. 
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His tendency to discriminate, to criti- 
cize and to compare and his mild feelings 
of being discriminated against were asso- 
ciated with considerable conscious effort 
at learning as much as he could of the 
new environment. He shared with the 
previous type the values of self-reliance, 
endurance and the need for independence 
and freedom. 


The comments of a 28 year old married 
man were typical of this reaction type. 
His father was a general of the army during 
the pre-communist regime. The immigrant 
finished Grade XII but could not go to 
university because of his “class-alien” back- 
ground, with the result that he worked as a 
laborer. Since his arrival he has been em- 
ployed at several laboring jobs and has 
planned to take some technical course. 
However, he was quite confused about his 
plans, stating that he would like to save 
$10,000 and then go back to Europe. Al- 
though he made good progress in English 
and adopted many new customs, he was still 
preoccupied with the events of the uprising, 
suffering from nightmares and being very 
critical about almost every aspect of his 
new milieu. He was deprecatory about the 
Canadian socio-economic system or, at least, 
of his concept of the system. He did not 
want to stay because he would “always 
remain a foreigner and would be exploited”. 
His lack of occupational training and his job 
insecurity were very painful to him. He 
assumed, not very successfully, an attitude 
of righteousness and cultural superiority. 
However, his dramatic criticisms could not 
hide his admiration for the freedom and 
richness of his new country. Apparently, his 
vague political theories and his profuse 
criticisms were his means of presenting a 
semblance of adequacy. His peculiar blend 
of paternal conservatism, belated totali- 
tarian notions, fragments of new democratic 
ideas, and his oscillation between acceptance 
and rejection reflected his insecurity and 
struggle for identity. ; 

The case of a 36 year old doctor typifies 
the apparent paradox of good progress in 
learning and adaptation, together with criti- 
cism of new environment and embellish- 
ment of the past. He was previously in a 
neutral political position and left the coun- 
try because he expected better occupational 
opportunities. He received adequate support 
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from relatives here and obtained employ- 
ment in his profession. He acquired a good 
knowledge of English, and made a number 
of friends among Canadians. In his conver- 
sation, he did not spare his comments when 
he found something to criticize. His criti- 
cism included almost everything from the 
weather to foreign policy, and he often ex- 
pressed the opinion that many things were 
better in the homeland. The Canadian system 
of government was incomprehensible for 
him and he could not understand the absence 
of a strong, central, all-supporting control- 
ling power. At times he expressed sympathy 
with those who returned to the homeland, 
but without voicing a desire to do the same. 
He was quite provocative in his comments 
and often felt discriminated against when 
faced with difficulties and minor annoyances; 
nevertheless, he was willing to listen to 
explanations. He appeared to regard him- 
self as still a spectator in the new country. 
He examined very carefully every aspect of 
the new life while remaining reluctant to 
part with the memories of his homeland. 
The Inhibited: Characteristic for this 
type of immigrant was the lack of expres- 
sion of any attitude toward the new 
environment. Utterance of impressions 
was short and non-committal. His ap- 
proach to the new environment was slow, 
cautious, and lacking in overt subjective 
evaluations. Similarly, he had little to say 
about his life in the homeland. He wanted 
to maintain his detachment in the face of 
incoming new impressions. He felt very 
insecure and very much afraid of making 
any omission which might jeopardize his 
job, and he carefully suppressed any re- 
marks about the host- population. He was 
very much concerned about his relatives 
left behind and barely concealed his re- 
morse at having left his homeland. 


A young factory worker has been work- 
ing steadily since his arrival. He lived alone 
and made no social contacts. He learned 
English by listening to the radio or by 
taking a solitary trip to the movies. He was 
constantly apprehensive that “something 
might happen to me.” He was interested 
in cars but would not dare to buy one, “I 
could not control myself, | would drive very 
fast and would kill myself or somebody 
else.” He severed contact with his family 


REACTION AMONG 


HUNGARIANS 13 


and avoided the older immigrant group 
because “they kept themselves so much 
apart.” He expressed neither likes nor dis- 
likes about the new environment and the 
host population. He was not happy but 
wanted to stay because “perhaps I might 
have a better future here.” 

A 32 year old skilled electrician found 
employment as a laborer. He and his wife 
lived a restricted, isolated existence. He had 
no outside contacts and learned very little 
English. He had nothing to say about Cana- 
dians and made no judgment of life-con- 
ditions here. He found security in his job 
and did not plan any move to regain his 
former status. 

A 25 year old electro-mechanic described 
his previous self in Hungary as outgoing 
and expressing opinions freely. He felt he 
had changed since the emigration. At work 
he was afraid of making a mistake or of 
offending somebody. He knew nobody, felt 
isolated and very insecure. He was under 
treatment for a gastric neurosis. 

The Hy po-reactive: He was perplexed, 
passive, felt lost and isolated. He day- 
dreamed about home and anxiously ex- 
pected continued support. Obtaining un- 
challenged dependent security was his 
chief hope. He felt dissatisfied, embittered 
and disappointed with the country and 
with himself. He envied the “fortunate” 
people and longed for his previous secure 
job and for his old friends and relatives. 
Very much concerned about food, he 
felt “always hungry” even when food 
was abundant. The term “hypo-reactive” 
attached to this type is meant to signify 
a paralysis of action, an inability to mea- 
sure up to the demands of the situation, 
and, subjectively, a sense of inadequacy 
and of failure. 

Typical of this reaction-type is the case 
of a 17 year old laborer. He did not take 
part in the uprising but when he heard that 
so many people had left the country, he 
and a friend also decided to leave without 
informing their parents. After arrival he 
had only occasional, short-lasting jobs. He 
enrolled in a language school but found the 
instructions very difficult to follow. He 
could not get used to Canadian food and 
felt constantly hungry. He left home be- 
cause he was seeking adventure, “Youth 
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wants to see the world”, he said. However, 
he was greatly disappointed, hurt by the 
treatment he received from various people, 
and felt that he could not find a place for 
himself here. He thought English impossible 
to learn and felt that he could not get the 
kind of job he had at home. Almost every 
sentence expressed his frustration, grievances 
and anger, together with a sense of failure 
and feeling of inadequacy. Apparently he 
wanted adventure and to break away from 
his dependent position. However, he re- 
mained dependent and wanted to be given 
food, a job, and a language. He was not able 
to accept and utilize what he received, could 
see only the hardships and difficulties, and 
wished to be in the safety of his home. 

A pathetic envy towards Canadians and 
settled Hungarians was expressed by a 20 
year old unskilled laborer. “They are lucky 
because they are entitled to unemploy ment 
insurance” He worked only one month, 
could not accept the temporary insecurity 
of his situation and contemplated return 
home. “What I used to earn was very little, 
but I was always sure of a job.” He shared 
with the other immigrants of this reaction- 
type, the feelings of inadequacy, passivity, 
disappointment and frustration. 

The Hyper-reactive: His reactions 
were varied, stormy and changing. He 
readily gave vent to his embittered anger, 
panicky anxiety, profound depression, 
his wounded self-esteem and his criticism. 
Suicidal preoccupations or attempts were 
common to this group. Suicidal attempts 
were quickly followed by aggressive de- 
mands or by destructive behavior. He 
felt discriminated against, but he could 
not hide his feelings of failure, depression 
and disappointment. Five immigrants 
from this group attempted suicide, three 
were sentenced for disorderly conduct. 
Fugue states, hunger-strikes and promis- 
cuity were also symptoms manifested by 
the group. Most characteristic was the 
fluidity and lability of emotional reactions 
and behavior patterns. 

A 28 year old semi-skilled laborer lost 
several jobs because of his rebellious be- 
havior. He was hospitalized following a 
suicidal attempt which occurred shortly 
after desertion by his common-law wife. 
Prior to his admission to hospital he suffered 
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from intense anxiety and could not be left 
alone. He appeared to be in a dream-like, 
twilight state. Soon after admission to hos- 
pital he demanded his discharge, started a 
hunger-strike, and incited other immigrant 
patients to do the same. 

A 21 year old agricultural: laborer was 
placed in farm employment which he left 
after a short period. He was then cared for 
by the Immigration Department and was 
eventually hospitalized for abdominal com- 
plaints, and for marked depression. The 
outward signs of depression soon changed 
to an aggressively demanding, rebellious 
attitude. After his discharge from the hos- 
pital he found employment for a few 
months, lived alone and cooked his own 
meals. He then left this job without any 
apparent reason and was cared for by a 
Hungarian family. He felt dissatisfied with 
them and left, although he did not have 
any other lodging or a job. He committed 
suicide by taking barbiturates. 

A 28 year old laborer took an active part 
in the uprising. When the fighting was over, 
he left the country in the company of his 
friends and without informing the family. 
Shortly after his arrival in Montreal he 
again found himself with a group of com- 
panions and took part in several drinking 
parties with them. On one of these occasions, 
the party ended by breaking windows on 
the street. He was sent to jail for one month. 
The date of the party was the anniversary 
of the uprising, 

A few immigrants in the group evi- 
denced a severe, “psychotic” confusional 
state in which the magic elaboration of 
a conflict between the past and the new 
environment was typical. Thoughts and 
feelings showed a struggle between at- 
tachment to the past and the need to 
meet current demands, and also a hallu- 
cinatory attempt at uniting the two en- 
vironments. 

A 32 year old former army officer devel- 
oped an acute paranoid disintegration six 
months after his arrival in Montreal, He 
displayed intense anxiety, ideas of persecu- 
tion, a fear of being devoured and an 
attempt to escape through suicide. One 
night, while watching a movie showing 
sharks attacking man, he became very 


frightened and developed a florid state of 
paranoid panic. He felt hypnotized by the 
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communists, heard threatening voices and 
saw eyes watching him. He believed that 
he was chosen by God to change the world, 
to unite capitalism and communism. Fol- 
lowing this he wished to kill everybody and 
finally he threatened suicide. Recovery from 
the illness was slow and was achieved 
through memory defect, massive repression, 
emotional flattening and the acceptance of 
a passive, dependent state. 

A 22 year old single woman, from a small 
isolated village, stayed in a camp in Austria 
for a while, and then was flown to Mon- 
treal. She was placed as a maid in a residen- 
tial school where she first worked fairly 
well. However, two months after her 
arrival she became quite depressed. At the 
same time she developed digestive trouble, 
she coald not eat, and vomited frequently. 
Eventually, she was hospitalized. She had 
marked mood swings between deep depres- 
sion and excited euphoria. She also had long 
periods of listless apathy sometimes inter- 
rupted by crying and outbursts of anger. 
She was preoccupied with memories of her 
past. These preoccupations often appeared 
in hallucinatory experience and she heard 
voices talking to her in her native tongue. 
She learned a few English expressions but 
whenever she tried to speak English the 
voices became more intense and prevented 
her from talking. Suicidal thoughts occur- 
red frequently and she was convinced that 
there was a dead child in her body and that 
she herself was going to die within a few 
days. At times she attacked the nurses be- 
cause she thought they wanted to kill her. 
Eventually, she lost all contact with environ- 
ment and lived in a euphoric, hallucinatory 
world, absorbed in listening to and answer- 
ing the voices of her relatives. 

How an immigrant worked and how 
he established new social relationships 
seemed to be related to the psychological 
reaction-types which he belonged to. 
The overaccepting and the critical types 
were similar to each other in regard to 
their success in work adjustment and also 
in regard to their progress in learning 
the language. For these reaction-ty pes, 
progressive job changes have been char- 
acteristic. The immigrant has been 
“working his way up.” On the other 
hand, the inhibited ty pe was stationary 
in his employment. Once he found a job 
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he was anxious to retain it even if it was 
below the level of his previous occupa- 
tion. The hypo-reactive type made some 
attempt at finding and holding a job, but 
without adequate success. The hyper- 
reactive type of immigrant showed a 
pattern of erratic job changes, frequent 
changes of location and long periods of 
unemploy ment. 

Regarding social relationships, the fol- 
lowing patterns seemed to emerge:— 
(1) The overaccepting individual was 
apt to dissociate himself from his own 
ethnic group. He criticized and rejected 
those immigrants who expressed resent- 
ment and depressive feelings or who re- 
mained dependent upon w elfare organi- 
zations. His attitudes and social behavior 
placed him in a marginal position between 
his own ethnic group and the host-popu- 
lation. (2) The critical reaction-type 
immigrant usually acquired a_ rather 
broad social base. He had contacts among 
his own group, among older immigrants 
and among Canadians. In spite of the 
abundance of criticism and seemingly 
negative attitudes, he was progressing 
toward a balanced social integration. (3) 
The inhibited reaction ty pe was an isolate. 
He was working, but had very few social 
contacts. He had a few acquaintances 
among his own ethnic group and, if he 
had a choice, he preferred association 
with the host-population. (4) and (5) 
The hypo and the hyper-reactive types 
were similar to each other as regards their 
social relationships. They made few, if 
any, contacts with the “host- -population 
and remained closely bound to a few 
people in their own group. Strong bonds 
of friendship between two immigrants 
were quite characteristic of these re- 
action-types. 

During the second year after arrival 
the emotional reactions became, gener- 
ally, attenuated. However, preoccupation 
with the previous environment, remorse 
about leaving their homeland, feelings of 
insecurity anad inadequacy, a sense of 
isolation, criticism of the new environ- 
ment and feeling of discrimination have 
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remained evident in most immigrants 
during the second year. There were only 
10 individuals in the group who appeared 
to enjoy thorough well-being during this 
period. 

The above indicated reaction-types 
represent compound pictures of the do- 
minant attitudes and emotional reactions 
in the studied group and are conceived 
as guides for characterization of the psy- 
chological reactions of the immigrants. 
In summary, the over- accepting and 
actively critical type immigrants were 
marked by their expressions of self-reli- 
ance, emphasis on achievements and am- 
bitions and practical interest in immediate 
reality problems. The critical type was 
distinguished by his criticism of the new 
environment and by his feeling of discri- 
mination. The over-accepting type 
tended to direct his criticism toward his 
own ethnic group. Perplexity and isola- 
tion characterized the inhibited ty pe. 
Longing for homeland, apathy toward 
new environment and expressions of 
dependency were conspicuous in the 
hypo- reactive type. The hyper-reactive 
immigrants were dissatisfied, demanding, 
frustrated individuals, often exhibiting 
antisocial behavior and suicidal actions. 


Discussion 

The problem of displaced individuals 
have received considerable attention in 
psy chiatric literature, but the focus has 
always tended to be on specific areas of 
pathology such as the “alien’s paranoid 
reaction.’* In the course of the present 
research it occurred to me that such a 
focus was less useful than trying to view 
individual reactions in the light of the 
overall reactions of other persons under- 
going similar experiences. In this paper 
I have, therefore, endeavored to develop 
a frame of reference based on the whole 
range of psycho-social adaptation shown 
by a sample of displaced immigrants, and 
not only on the pathological variants. In 
this way | feel that the clinical or psy- 

°A survey of such writings and the hypotheses of the 
authors will be published elsewhere together with an 


elaboration of the concept of displacement which has 
been developed in this study. 
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chiatric disturbance found within the 
studied group could be better understood. 

Since social displacement involves an 
interruption of interpersonal relations 
and exposes the individual to new de- 
mands and expectations, the reactions 
which have been described may be re- 
garded as manifestations of the psycho- 
logical mechanisms by which the dis- 
placed individual attempts to retain, or 
to regain, his contact with the environ- 
ment. As the study showed, the develop- 
ment of new relations and the adjustment 
to new demands and expectations create 
a conflict for the displaced individual, 
especially if he has suffered much iden- 
tity confusion previously. In a struggle 
to preserve some former identity he seeks 
to remain attached to his former environ- 
ment, while the demands of the new 
environment press him to develop a new 
identity more adjusted to it. Typical ex- 
pressions of this conflict is in the recur- 
rent dreams of displaced individuals 
wherein they temporarily withdraw 
themselves from the new environment 
and are back home again. Still dreaming, 
this is followed by renewed efforts to 
approach the desired and feared new 
situation. 

Symbolic expression of the adaptation 
conflict is also seen in the psychotic re- 
actions which occurred in the case of a 
few immigrants. Here, the conflict ap- 
peared in hallucinatory experience in 
which the struggle between the past and 
the new environment was enacted—often 
with a magical unification of the two 
worlds. 

The reaction- -types may be understood 
as attempted solution to the identity 
conflict. One type of reaction is the com- 
plete acceptance of and absorption in 
the new environment and the identity 
image which it has for an ideal. Another 
type of reaction is an attempt to evade 
the conflict by denying it any expression, 
i.e. by refusing to express attachment 
either to the old or to the new. Such a 
reaction results, as we have seen, in an 


impoverished life and an impoverished 
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identity. Other varieties of reaction re- 
flect greater or lesser degrees of clinging 
to the old and rejecting the new. The 
picture of the past is often distorted and 
overidealized. An overidealized picture 
of the past is frequently expressed side 
by side with painful memories of depriv a- 
tion. At the same time, criticism and re- 
jection of the new environment are de- 
monstrated. 


The critical attitude appears to have 
several meanings and functions. It ex- 
presses the striving to retard the develop- 
ment of new relationships and attach- 
ments and to safeguard, thereby, the 
previous identity against absorption by 
the wealth of new impressions. However, 
the diffusely critical attitude is not only 
protective of previous identity; it also 
represents an interest in and a move 
toward involvement in the new environ- 
ment. The displaced immigrant has to 
adopt a device by which he can orient 
himself and can evaluate the new w ay of 
life. By seeing the past in terms of the 
“good” and the present in terms of the 

“bad” the immigrant imposes an artificial 
order on the new impressions in relation 
to the self. This artificial code structures 
and shapes his perception of the environ- 
ment and of its immediate impact upon 
him, and thereby provides some sta- 
bility and cohesion. This psychological 
mechanism appears to be preparatory to 
separation from the past and is character- 
istic of the early phases in the process of 
adaptation. 

The critical attitude was often associ- 
ated with remarkable efforts at learning 
new languages and new mores and 
behaving in accordance with social ex- 
pectations. On the other hand, the hypo- 
reactive type shunned the new demands 
and turned from the present to an over- 
idealized image of his previous milieu and 
of his place therein. This regression, 
which was also exhibited in his passivity 
and dependency, may be regarded as an 
evasion of the required change in his 
behavior and attitudes. 
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The hyper- reactive type responded to 
the necessity of change in a different 
manner. He also refused to change, but 
instead of regressing to a dreamy, passive 
dependency, he turned against the en- 
vironment, and, alternately, against him- 
self. His actions had the purpose of 
forcing the host-population to meet his 
demands. His behavior appeared to be 
reactive to an overwhelming insecurity 
and panicky anxiety contingent upon the 
displacement. His previous sense of 
identity had been shaped very largely by 
the authoritarian and pseudo-beneficient 
system under which he lived and was 
employed. After the displacement this 
gave rise to the self-concept of hero and 
rebel. Neither identity could be sup- 
ported by the new environment and these 
individuals sought to bolster their 
weakening sense of identity and the host’s 
previous concept of them through ag- 
gressive acting out measures. Failing 
acceptable recognition, they hoped to re- 
ceive notoriety through antisocial actions. 


Antisocial aggression frequently alter- 
nated with suicidal acts. In light of the 
previous discussion of the adaptation 
conflict, the suicidal acts appear as the 
ultimate response to a total loss of iden- 
tity. A suicidal immigrant may be re- 
garded as one who could’ neither 
sufficiently free himself from the past 
and accept change nor sustain a concept 
of self which is unrelated to, and not 
supported by, the present environment. 


An outstanding feature of the hyper- 
reactive type was the amount of free 
hostility which was alternately directed 
towards the new environment or toward 
the self, and appeared in the destructive 
acts or, conversely, in hunger strikes and 
suicidal attempts. However, overt and 
covert manifestations of hostility were 
also evident in other reaction-types of dis- 
placed immigrants. The annihilating re- 
jection of past environment or own group 


and aggressively forceful assimilation 
of the new environment, the criticisms 
and tempestuous verbal attacks, the 


destructive fantasies of the fearful isolate, 
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were signs of the inward and outward 
directed hostility. The hostility with 
which the immigrant had to cope and 
which confronted the _ host- population 
coincided with a temporary loss of social 
relatedness. We may assume that the dis- 
placement, i.e. the temporary lack of 
integration with environment facilitates 
the emergence of hostile reactions. 

The analysis of displacement reactions 
indicated that the effects of hostile, 
aggressive attitudes are not always des- 
tructive. Although some of the manifes- 
tations, particularly those of the hyper- 
reactive type, were disintegrative, other 
manifestations of hostility appeared to 
function in the solution of the conflict of 
adaptation. We have seen in the over- 
accepting and in the critical types that 
the hostility was not only protective of 
former identity but was also used for 
breaking down past attachments and 
served as the impetus for building new 
relatedness and identity. On the other 
hand, the apparent absence or inhibition 
of hostility, as in the hypo-reactive and 
inhibited type, isolated the immigrant 
and prev ented or delayed the process of 
adaptation. We may thus hypothesize 
that the solution of the adaptation con- 
flict and the integration of the immigrant 
with his new environment depends upon 
the degree of hostility which emerges 
after social displacement and upon the 
ways in which it is channelled and con- 
trolled.* 


Summary 


A group of post-revolution Hungarian 
immigrants has been investigated in re- 
gard to their psychological reactions to 
displacement and in regard to their social 
adaptation in the new environment. From 
the clusters of emotional reactions and 
attitude patterns, reaction types have 
been isolated; over-acceptance, critical 
attitudes, general inhibition, hypo-reac- 

*The differentiation of the group into reaction-types 
appeared to be determined by individual characteristics 
and by certain group varié ables, such as age, marital 


status, social class. The findings regarding the influence 
of psycho-social factors upon post-displacement re- 


actions are to be presented in a further publication. 
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tive and hyper-reactive patterns. The 
relationship between the host and immi- 
grant population has been discussed, and 
a hypothesis regarding the origin of dis- 
placement reactions was presented. 
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Resumé 

Cent immigrants d’origine hongroise, 
arrivés au Canada en 1956 et 1957 4a la 
suite de la rébellion de 1956, ont consti- 
tué les sujets de cette étude. Leurs réac- 
tions individuelles ont été explorées sous 
le rapport de leur adaptation psychoso- 
ciale. Le groupe présentait toute une 
gamme de types et de degrés d’adapta- 
tion, depuis ceux qui se suffisaient a 
eux-mémes et connaissaient un grand 
bien-étre jusqu’a ceux qui étaient entiére- 
ment a la merci d’une aide extérieure ou 
étaient en proie a une grave maladie 
psychiatrique, avaient tenté de se suici- 
der ou de commettre des actes antisociaux 
et a ceux qui sont éventuellement retour- 
nés dans leur pays d'origine. 

On peut supposer que ces personnes 
déracinées ont connu une rupture, suivie 
d’une reconstitution de leurs relations 
sociales, et que leurs réactions affectives 
et leur comportement reflétent les pro- 
cessus de maintien et de rétablissement 
du sens individuel de lidentité. Les types 
particuliers de réaction les ont fait placer 
dans les catégories suivantes: 

Acceptation excessive: adaptation com- 

pulsive au nouveau milieu, réjection 

hostile du milieu antérieur et de leur 
propre groupe ethnique. 

Critique excessive: critique acerbe mais 

‘vague du nouveau milieu, idéalisation 
exagérée du passé, dépression de degré 
modéré, ressentiment et impression de 
distinctions injustes a leur egard. 

Inhibition: mécanismes d’indifférence, 

de renoncement et de refoulement, 
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isolement social évident, hostilité re- 
foulée et vifs sentiments d’insécurité 
et d’inquiétude. 

Hyporéactivité: mécontement, envie, 
sentiments d’insécurité et de frustra- 
tion, inertie et mal du pays. 
Hyperréactivité: réactions variées et 
violentes, anxiété frisant la panique, 
dépression profonde, idées ou tentati- 
ves de suicide, émergences agressives 
ou comportement destructif. 


L’acquisition de nouvelles relations so- 
ciales et l’'adaptation a de nouvelles exi- 
gences et attentes dans la société ont fait 
naitre un conflit chez l’individu expatrié. 
En luttant pour conserver au moins une 
parcelle de son identité antérieure, il 
semble rester attaché a son ancien milieu 
alors qu’en méme temps les exigences du 
nouveau milieu le pressent d’acquérir 
une nouvelle identité plus adaptée a ce 
dernier. On peut concevoir ces types de 
réaction comme des tentatives de solu- 
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tion du conflit d’identités. Les manifesta- 
tions psychologiques ont démontré que 
le transplantement social déclanche beau- 
coup d’hostilité. Certaines de ces mani- 
festations sont destructives tandis que 
d’autres manifestations d’hostilité sem- 
blent jouer un role dans la solution du 
conflit d’adaptation. Chez les individus 
trop soumis ou chez ceux a l’esprit trop 
critique, Vhostilité tendait a protéger 
Yidentité antérieure et servait aussi a 
briser les liens avec le passé; par la suite, 
elle incitait a édifier de nouvelles rela- 
tions sociales et une nouvelle identité. 
D’autre part, l’absence apparente ou le 
refoulement de Vhostilité isole limmi- 
grant et bloque ou retarde le processus 
de l’adaptation. La solution du conflit 
d’adaptation et l’intégration de limmi- 
grant a son nouveau milieu est fonction 
du degré d’hostilité qui se manifeste 
aprés ce déracinement social ainsi que 
des voies dans lesquelles cette hostilité 
est canalisée et maitrisée. 
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FOSTER HOMES AND REHABILITATION OF LONG-TERM 
MENTAL HOSPITAL PATIENTS* 


Gorvon O. Patton, 


[his paper is a description of a Dis- 
charge Programme for long-term mental 
hospital patients. The setting is Ste. 
Anne’s Hospital, a Veteran’s Hospital in 
the Montreal District. 

Usually after a patient has been in a 
mental hospital for more than two years, 
it seems unlikely that there will be any 
major improvement in his basic »sycho- 
pathology. We have therefore a 
our attention on such superficial ques- 
tions as the following: 
|) What is the general appearance and 

behavior of this patient? What does 

he do? What does he say? 

2) Can we find a place for him in the 
community where he will be accepted 
as the individual he is, where he will 
feel at home, be able to do some use- 
ful work and have some reasonable 
recreational activities? 

We believe that we have found some 
“foster homes’ where certain ex- 
— have these needs fulfilled as well 
as, or better than, would be possible in 
any institutional setting in Canada today. 
By “foster home” we mean a private 
home where a veteran pays for board and 
room with family privileges, plus any 
required supervision or guidance. 

Ten ex- patients have found homes 
with five different families in one small 
area in the beautiful year-round play- 
ground of the Laurentian Mountains. 
Some enthusiasts began to visualize a de- 
velopment similar to Gheel in Belgium 
where, by tradition, a home is always 
found for any mentally ill person w ho 
arrives in their community. Like Gheel. 
this is a farming community. Like most 


ep 
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aper read 
American Psychiatric 


at the 115th Annual Meeting of the 
Association, Philadelphia, Pa., 
April 27-May 1, 1959, under the title: “SOCIO- 
ECONOMIC FACTORS IN DISCHARGE OF LONG- 
TERM MENTAL HOSPITAL PATIENTS.” 

1Ste. Anne’s Hospital, Ste. Anne de Bellevue, 
vince Quebec, Canada. 


*“Foster Home Care” 


Pro- 


has been used in America and 


Europe for years, (1) (2). The Veterans Administration, 
U.S.A. have had a growing “Foster Home” plan since 
1951. (3) 


M.D. 


of our “foster homes” the income is 
marginal. Appreciation of the extra in- 
come for care of a veteran no doubt 
fosters the warm personal interest so 
much needed by the mentally ill person. 
An arbitrary limit of ten veterans was 
set for this small area in order to avoid 
the possible disruption of the homes of 
many more veterans in case one unfor- 
tunate incident were to occur. 


There is careful assessment of the 
physical facilities and attitudes of family 
members when one of our Social Service 
workers first visits a prospective “foster 
home”. It may later be decided that a 
certain patient would probably fit well 
into that home. It is then described to the 
patient, and the patient is described to the 
“foster parents”. If everyone seems satis- 
fied, then the Social Service worker 
accompanies the patient to the home. She 
departs for a few hours. On her return, 
the patient may accompany her back to 
hospital. On the other hand, if all is 
serene, the patient has found a home. 
Payment for board, room and laundry 
is made directly to the “foster parents”. 
Spending money is sent regularly to the 
veteran. All this is paid from his Pension 
or War Veterans Allowances. Most of 
these veterans are still psychotic, so their 
funds are under administration. Usually 
there is no change in release of spending 
money to him if the veteran finds work: 
any thing he earns he may use, or abuse, 
as he wishes. He is encouraged to find 
employ ment. 


These arrangements persist as long as 
all remains serene. The “foster parents” 


make free use of the telephone to ask 
their Social Service worker for advice. 
The latter visits the home frequently as 
a counsellor and observer. Our Welfare 
Officers may assist the veteran to find 
employ ment, and will see that money is 
available for clothing and incidentals. 
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Occasionally “incidentals” have covered 
a radio or a TV set. 

The total Discharge Programme will 
now be described for one specific group 
of patients. It was decided that a group 
of nine would be selected from the best 
of our fifty-five-bed locked wards. Initial 
selection was made on the basis of the 
patient’s apparent or manifest behavior. 
Sometimes it seems that the most useful 
description for this purpose would be the 
naive candid comments of a child, who 
will tell y ou w hether a person is or is not 

“a stinker”. The availability of this ty pe 
of information often seems to decrease 
as psychiatric indoctrination and termi- 
nology, increase. The basic question was: 
“What does this patient do and say?” 

Social and economic screening were 
then carried out. A psychiatrist inter- 
viewed each patient and reviewed the 
case history in order to eliminate anyone 
who was a special risk in the way of un- 
acceptable sexual behavior, or assaultive 
or destructive behavior. A Welfare Offi- 
cer eliminated any patient who was not 
entitled to sufficient Pension or War 
Veterans Allowances to pay for “foster 
home” care. 

Prognoses for discharge of the selected 
patients were rated independently by 
various staff members. These ratings bore 
no relationship to subsequent results, so 
no detail will be given. A similar lack of 
relationship between ratings and success- 
ful foster home placements is reported 
by other workers’. 

Induction into the Programme was 
deliberately shocking. The nine selected 
patients as a group took over a self-con- 
tained unit. This resembled hotel rather 
than hospital accommodation. There were 
private rooms, full recreational facilities, 
freedom to come and go at will, work in 
hospital services if desired, civilian 
clothing, personal Possessions, spending 
money, and staff whose specified func- 
tions were observation, understanding, 
and readiness to assist each guest get or 
do anything he wished. The only require- 
ments of the guest were that he keep out 
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of trouble, check in on the ward at meal- 
times and at bedtime, and keep his own 
living quarters clean and tidy. If anyone 
had not been discharged to greater 
freedom in the community within three 
months he was to be returned to his 
former ward. The pressure was further 
augmented for both patient and staff 
after two months when two lonely 
patients were the sole occupants of this 
nine bed ward. 

Each morning the Orderly, Nurse, 
Social Service Worker, Welfare Officer 
and Psychiatrist sat in conference with 
these patients, who were asked: “Is there 
anything more you want?” At first there 
was no reply; on subsequent days a few 
minor requests were granted, after two 
weeks one veteran said he wanted to go 
home. All of our resources were imme- 
diately at his disposal: assistance to write 
to his relatives, a home where he would 
be wanted if his relatives were hesitant 
or refused to take him, help to get a job 
if he wished, and release of as much of his 
funds as necessary from the Department 
of Veterans Affairs. 

This type of programme has been in 
oper ration for thirteen months. Five 
patients suffered exacerbations of psycho- 
tic symptoms which rapidly abated upon 
return to their former ward. Otherwise, 
evidence of anxiety or tension was least 
apparent in the patients, most apparent 
in the staff, and middling in the “foster 
parents”. 

Several patients during the first few 
weeks spent most of their time lying on 
their beds, even missing a few meals. 
Most of them seemed to slowly and 
quietly adapt themselves to their new life 
in the open w ard and then in the com- 
munity. 

The staff were greatly disturbed by the 
lack of routine and the inactivity. One 
of the treatment team threatened to quit. 
Peace and harmony were rapidly restored 
by means of emergency psychothera- 
peutic ventilation and group discussion. 

The “foster parents” had made their 
decision that they wanted to look after 
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NOTE (1) Cases which were discharged but re-admitted within 1 month’s time were tabulated 
as though they had been in hospital continuously. 


(2) Excluded from discharge figures are deaths and transfers to other institutions or to 


other hospital services. 


Fig. 1. Psychiatric Patients in Hospital and Discharge Rates: Distribution According to 


Duration of Stay in Hospital. 
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Statistical Summary 


(a) SELECTION OF PATIENTS 


No. of patients 


1) Open wards with private rooms: privilege wards for patients 
doing useful work in Hospital Services: It was on these wards that 
the specific Discharge Project started to evolve 

2) Locked ward (detailed description above refers to this group) 

3) Second group from same locked ward after five month interval 
during which psychologists had group psychotherapy sessions 
with several patients, with the objective of preparing them for 
the Discharge Programme 


4) Semi- -open workers ward: main work is on hospital farm during 
the summer, snow removal isin the winter 


5) Miscellaneous 


Total number of patients selected for programme 


t 
(b) ReEsuLts 
Number of Patients Discharged March 1958-March 1959 
These veterans had been in institution for an average of over 8 
years each—one man for 24 years. Fourteen were to continue to 
take ataraxics, for example, chlorpromazine in dosages of 25-150 
mg. t.i.d. 
Number Re-admitted 
Reasons for re-admission: 
1) One man became physically ill. 
2) Danger of fire hazard (as already described in one case). 
3) There was increase in psy chotic symptoms in four cases. 
In three cases there seemed to be mal-adaption between the 
veteran and his wife. 
The other relapse occurred after fourteen weeks of employ- 
ment, when the veteran was required to pay for maintenance 
of his children who were being cared for by his mother. 
Number Still Out of Hospital 
Residence of the 36 Discharged Veterans: 
“Foster homes” 
Home with wife 
One of these had full-time employment. The other three 
were unemployed and have been re-admitted. Seven other 
married men remained out of hospital: 5 in “foster homes”, 
1 with a sister, and 1 with a niece. 
With other relatives 
Room and board supplied with employ ment 


Total 
Gainful Employment: 
Full Time Part Time 
On Discharge 5 | 
Arranged after Discharge : 3 5 
Total 


selected 


16 
10 


| wn 
oOo; 


30 


Nm 


> MN 
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“their veteran”. Before they ever saw 
him they were well prepared to receive 
him as the man he was. They were 
anxious to talk about his improvement. 
They sought advice as to how to handle 
their problem which was to help the 
veteran. The Social Service worker found 
it difficult many times to remain realistic 
and at the same time not to be too critical 
of the “foster parents” reports of marked 
improv ement in their veteran. One illus- 
tration of excessive confidence of a 
“foster mother” was a phone call asking 
for advice as to how to manage her 
problem. She had found ashes, pre- 
sumably from burnt paper, in the 
veteran’s bedroom; and in the field he had 
lit two small fires which her husband had 
extinguished before any damage 
done. We dispatched a transport to bring 
this patient back to hospital at once. 


was 


Relatives were frequently surprised to 
have the patient write to them about his 
discharge. Our Social Service worker 
would offer reassurance to the effect that 
1 “foster home” could readily be found. 
Inherent values of a “foster home” were 
explained, e.g.: the patient would be 
going to a new environment rather than 
back to the circumstances under which 
he became ill, and where others remem- 
bered their unpleasant experiences with 
him. Many relatives then insisted on 
looking after their own family. They 
were, of course, granted that privilege. 


Wives call for special consideration. 
There is no hesitation to over-ride her 
objections and discharge a veteran to live 
separately from an irate, rejecting wife 
who says “I never want to see that brute 
again!” As a result, her income from his 
pension may be cut in half. The opposite 
extreme is the ever-loving wife who 
really does need all the veteran’s pension 
to support herself and their children. 
We do not discharge a psychotic veteran 
contrary to the w ishes of such a wife. 


Perspective: 
Figure 1 shows a typical distribution 
of our psychiatric patients according to 
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their length of stay in hospital. The dis- 
charge rates are shown for the years 1957 
and 1958. 

There is evidently a continuous over- 
flow of patients bevond the two year 
limit into more or less permanent insti- 
tutional care. Our Discharge Programme 
dealt with these “permanent” cases, and 
accounts for 25 of the 26 increase in the 
number of cases discharged during the 
1958 calendar year. 


Conclusion 

Fifty patients were selected. Within 
13 months 36 were discharged, 6 re- 
admitted, leaving 30 living in the com- 
muenity. They had been in institution 

-24 years, averaging 8) years. 

T he discharged veterans state that they 
are now happier and do not wish to 
return. “Foster parents” and_ relatives 
talk about their improvement. Our staft 
feel enthusiastic about the results. 

Our questions now are:— 

Why discharge? 
be hat is the value? 
Value to whom? 
Can these results be measured by 
objective methods? 
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mois institué en 1958 en vue de faire 
réintégrer, dans la société, des malades 
qui étaient a linstitution depuis bon 
nombre d’années. 

Les FOYERS D’ACCUEIL ont paru 
avoir de l’importance pour nos projets. 
Ce sont des foyers privés ou un ancien 
malade se loge en pension et jouit des 
privileges familiaux tout en recevant les 
conseils et la surveillance dont il a besoin. 
Aprés une premiere évaluation et accep- 
tation d’un foyer en perspective, une de 
nos assistantes sociales décrit un malade 
en particulier aux “nouveaux parents”. 
Elle décrit ensuite le foyer au malade. 
Si tout semble satisfaisant, |’assistante 
socialety accompagne le malade. Aprés 
les présentations, l’assistante part pour 
quelques heures. A son retour, si tous les 
intéressés sont d’accord, un mois de pen- 
sion est versé d’avance et on remet a 
ancien malade un peu d'argent de 
poche. Si les choses ne s’arrangent pas, 
le malade revient a l'hopital ot l’on fait 
d’autres projets pour lui. La plupart de 
nos “foyers d’accueil” sont des familles 
rurales a revenus assez modestes. 


On consulte toujours les PARENTS 
des malades avant de placer ces derniers 
dans des foyers d’accueil. On informe 
souvent ces parents que ces foyers pré- 
sentent des avantages inhérents que les 
parents ne peuvent offrir. Cette fagon 
d’aborder la situation a souvent pour 
résultat que les parents acceptent de 
prendre soin du malade. 


FOSTER HOME REHABILITATION 
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On a choisi cinquante malades que l’on 
jugeait convenir a ce programme de 
congés, selon leur conduite dans les sal- 
les. II s’agissait dans chaque cas, d’anciens 
combattants qui touchaient une pension 
ou des allocations qui leur permettaient 
de payer pour leur soin en “foyer d’ac- 
cueil”. Ordinairement, on les tirait d’une 
salle fermée par groupes de neuf, on 
leur donnait une chambre a un seul lit 
dans un milieu d’entiére liberté, on leur 
versait de l’argent de poche et on leur 
remettait des vétements civils. On leur 
disait ensuite que si leur conduite demeu- 
rait acceptable, ils avaient trois mois pour 
choisir entre le congé et le retour a leur 
ancienne salle. Notre personnel se tenait 
a leur disposition pour leur aider a 
réaliser tout désir quils pouvaient ex- 
primer quant au congé et(ou) au place- 
ment dans un emploi. 


Quatorze de ces malades ne se sont 
pas adaptés d’une manieére satisfaisante a 
leur liberté dans le milieu hospitalier. 
Les trente-six autres ont regu leur congé, 
plus de la moitié dans des “foyers d’ac- 
cueil”; neuf ont obtenu un emploi ré- 
munéré. Cing des dix hommes mariés 
sont retournés vivre avec leur épouse. 

Ces anciens combattants étaient a l’in- 
stitution depuis huit ans en moyenne; 
certains depuis 24 ans. Trois revinrent 3 
’hopital pour des raisons d’ordre per- 
sonnel: maladie physique, désaccord con- 
jugal et risque d’incendie. Les trente- 
trois autres semblenr heureux d’étre 
rétablis dans la société. 
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CLINICAL USE OF PACATAL IN THE CARE OF DISTURBED 
MENTALLY RETARDED PATIENTS* 


J. Lancy, 


M.B., Ch.B.’ 


Saskatchewan Training School, Moose Jaw, Saskatchewan 


Following a favorable preliminary in- 
vestigation of Pacatal* at the Saskatch- 
ewan Training School, an extensive evalu- 
ation was undertaken to determine the 
drug’s utility and safety in the manage- 
ment of mentally retarded disturbed 
patients. Thirty-six patients (4 men and 
32 women) were chosen at random for 
treatment; 16 also had epilepsy. Four 
were classified as morons, 6 as imbeciles, 
and 26 as idiots. The average I.Q. was 22; 
average age was 29 years. The term 
“mentally retarded, disturbed,” has wide 
implications and is generally used with- 
out standard definition, we therefore in- 
cluded in this category all extremely 
hyperactive, restless, violent, destructive, 
self-abusive mentally retarded individuals. 

During the 17-month evaluation period, 
response to treatment was determined 
from: 1) daily behavior reports and pro- 
gress notes of the physicians and nursing 
staff; 2) numerical averages obtained 
from Behavior Charts on w the pa- 
tients were given from 1 to 3 demerits 
for each misbehavior episode. To assure 
maximum objectivity, general terms such 
as “improved”, were to be excluded and 
exact statements concerning changes in 
behavior patterns were requested, i.e., 
decrease in misbehavior, increased desire 
to participate in recreational and occupa- 
tional therapy, and increased activity in 
cottage affairs. 

The starting dosage of Pacatal ranged 
from 25 mg per day to 75 mg three times 
daily, and maintenance dosage ranged 
from 25 mg every other day to 125 mg 
three times daily. Medications were rou- 
tinely administered orally; the intramus- 
cular route being employ ed only in the 

*Pacatal is the trade-marked name 


supplied by Warner-Chilcott Laboratories, 
New Jersey 

*Abbreviation of a paper delivered at The 83rd 
Annual Meeting of The American Association on Mental 
Deficiency in Milwaukee, Wisconsin, on May Ith, 1959. 


for mepazine 
Morris Plains, 


management of major disturbances. Com- 
plete blood studies and urinalaysis were 
performed monthly. 


Results 


It is extremely difficult to determine 
improvement of mentally retarded pa- 
tients on the metric scales. Horenstein 
measures improvement by decrease in 
hyperactivity, destructive behavior, and 
negativism and by increase in social 
awareness. This method was followed in 
the classification of results. 

Of the 36 patients, 8 (22°.) showed 
very good improvement, 11 (30%), good 
improvement, 9 (25°), fair improve- 
ment; 1 (2.7%), slight improvement; 7 
(19%), no improvement. The intensity 
and number of convulsions occurring in 
the 16 epileptics were noticeably reduced 
and some patients could be maintained 
on greatly decreased amounts of anti- 
convulsant drugs. 

Improvement was neither sudden nor 
dramatic. Gradually, however, patients 
became less noisy and hy perkinetic; ag- 
gressiveness and “destructiveness decreas- 
ed; and violent incidents were remarkably 
reduced. Frequency of isolation decreas- 
ed by 75%, and fractures and other acci- 
dents requiring surgery were reduced by 
80°. Cottage atmosphere became peace- 
ful and happier and striking improvement 
was noticed in the patients’ eating and 
toilet habits. Facial expressions became 
more alert; an effect some investigators 
relate to a decrease in constant strain and 
tension which occurs after prolonged 
use of sedatives. Patients began to respond 
to simple commands and to participate 
in cottage activities. Eleven patients 
started to attend shows regularly; and 


sixteen started recreational and occupa- 
Many patients began to 
previously rejected 


tional therapy. 
react favorably 
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kindness. It was also apparent that more 
insight into the specific character of 
severely retarded patients was possible 
and contact with many previously with- 
drawn patients was established for the 
first time. 

With two exceptions, side effects were 
mild and transient, the majority being 
due to the parasympathetic activity 
which Pacatal possesses. The drug was 
permanently discontinued in one patient 
who developed leucopenia. Another 
patient became jaundiced (this occurred 
simultaneously with an epidemic of in- 
fectious hepatitis at the school) and 
Pacatal was discontinued. The drug was 
restarted after liver function tests return- 
ed to normal and jaundice did not recur. 


Résumé 


Cette étude avait pour objet de deé- 
terminer l’utilité et l'innocuité du PA- 
CATAL dans le maniement des malades 
troublés, atteints d’arriération mentale. 

Le groupe comptait des débiles simples, 
des imbéciles et des idiots, soit 36 en tout, 
avec un quotient intellectuel moyen de 


PACATAL 27 


22.06; la moyenne d’age s’établissait a 
29.11 ans. La dose du début était plus 
faible que la quantité utilisée par d’autres 
investigateurs et la dose d’entretien fut 
augmentée ou diminuée selon les réactions 
individuelles. Les effets secondaires furent 
trés légers et d’une nature passagére. Des 
36 malades, 8, soit 22 p. 100 ont vu leur 
cas bien amélioré; 11, soit 30 p. 100 ont 
présenté une bonne amélioration; dans 9 
cas, soit 25 p. 100, cette amélioration a 
été passable et dans 2 cas, soit 2.7 p. 100, 
on a constaté un peu de mieux, tandis 
que 7 cas, soit 19 p. 100, n’ont présenté 
aucune amélioration. Parmi les sujets de 
cette étude, il y avait 16 épileptiques qui 
ont bien réagi au Pacatal. Dans bon 
nombre de cas, les crises ont diminué de 
fagon sensible bien qu’on ait diminué 
l’administration de médicaments anticon- 
vulsivants. 

La découverte et l'emploi des tranquil- 
lisants nous a fait comprendre que les 
“oubliés” avaient une personnalité indi- 
viduelle et particuliére, et nous sommes 
en voie de franchir le seuil qui nous 
séparait de ces malades. 


CD 


reunouce 


SOCIETE CANADIENNE D’ETUDES ET DE 
RECHERCHES PSYCHIATRIQUES 


2156 ouest, rue Sherbrooke, Montréal 


Conseil exécutif (1960). Dr V. Voyer, 
président; Dr F. Coté, vice-président;, Dr 
J. B. Boulanger, secrétaire, Dr M. Ber- 
thiaume, trésorier; Dr H. Lehmann et Dr 
Y. Rouleau, conseillers. 


Séances scientifiques (1960) 
(Hopital Saint Michel-Archange, Qué- 
bec, le 20 février, sous la présidence du 


Professeur Lucien LaRue). MM. Guy 
Nadeau, D.Sc. et G. Sobolewski, D.Sc.: 


“Nouvelle explication du phénoméne de 
tolérance aux drogues”; Guy Rocher, 
Ph.D. (Sociol.): “Les études récentes sur 
l’épidémiologie des maladies mentales”. 


(Hopital Sainte-Justine pour les en- 
fants, Montréal, le 13 décembre). Dr 
Jacques Saint-Laurent: “Etude théorique 
de la psychiatrie dans les pays societi- 
ques”; Dr Denis Laure: “Jeunesse et fa- 
mille dans la Chine Nouvelle”. 
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ETUDE STATISTIQUE DE LA FREQUENCE ET DE LA 
REACTIVITE DES ELECTROENCEPHALOGRAMMES 
CHEZ LES SUJETS AGES* 


par G. et J. Verpeaux! et J. 


Plusieurs travaux antérieurs nous ont 
amenés a considérer les variations de fré- 
quence du rythme alpha de base des élec- 
troencéphalogrammes, comme un facteur 
important et significatif. 

En ce qui concerne les problemes du 
vieillissement, nous avons donc recherché 
une relation éventuelle entre ce dernier 
et les variations en question. Nous avons 
aussi étudié la relation possible entre la 
réactivité de l’E.E.G. et le vieillissement. 


Historique 

Plusieurs auteurs ont étudié les électro- 
encéphalogrammes des sujets agés. Silver- 
man et Col.(15) affirment que ceux qui 
ont une activité intellectuelle conservée 
ont un tracé physiologiquement sem- 
blable a ceux des individus jeunes, et 
O'Leary (14) dit quil faut interpréter 
moins sévérement ces tracés, en raison de 
l'insuffisance vasculaire. 

Silverman et Col. (15), Thaler (16), 
Greenblatt et Col. (4) remarquent que 
plus de la moitié de ces tracés sont anor- 
maux; Maggs et Turton (7) notent que 
le tracé est altéré de fagon globale, tandis 
que Silverman et Col. (15), Barnes et 
Col. (1), Obrist et Col. (13) rapportent 
des anomalies en foyer si¢geant souvent 
sur la région temporale gauche. 

La plupart des auteurs ont signalé un 
ralentissement du rythme de base. Green- 
blatt et Col. (4), Friedlander (2), Obrist 
(12), Liberson et Sequin (5), Gibbs (3), 
McAdam et McClatchey (8), McAdam 
et Robinson (9,10) constatent qu’aprés 
60 ans, il y a augmentation du nombre 
des éléments lents sans quils accompa- 
gnent nécessairement le vieillissement. Ils 
ne sont pas comparables a ceux de I’en- 

*Travail présenté au Colloque International sur le 
vieillissement des fonctions psychologiques et psycho- 
physiologiques tenu a Paris du 10 au 16 avril 1960. 

‘Chef de laboratoire d’Electro-encéphalographie du 
Centre Psychiatrique Sainte-Anne et de la Clinique des 
Maladies mentales et de |’Encéphale. 


*Département de Psychiatrie de l'Université Laval, 
Québec 


TURMEL* 


fant: le voltage est plus bas et les fré- 
quences plus réeguliéres. Barnes et Col.(1), 
Obrist et Col.(13) rappellent que ce 
ralentissement est généralement la con- 
séquence d’un trouble organique; les per- 
sonnes agées ne souffrant que de troubles 
fonctionnels, ont un tracé moins altéré. 

Quelques auteurs, notamment Liberson 
et Sequin(5), Greenblatt et Col.(4) ont 
remarqué qu'il y a souvent des éléments 
rapides mélés au ralentissement. L’hyper- 
ventilation donne peu de changement 
selon Obrist(12), tandis que Liberson et 
Strauss(6) signalent un ralentissement 
proportionnel a Tage. Enfin Mundy- 
Castle(11) rapporte la présence d’ élé- 
ments théta dans 24 des tracés des 
sujets agés; ils sont plus nombreux si 
l’affaiblissement intellectuel est évident. 


Materiel 
Sur plus de 15,000 tracés, nous avons 
isolé 879 tracés (476 hommes et 403 
femmes) qui ont montré dans tous les cas, 
le rythme alpha et son association chez 
262 sujets au rythme theta (33, 2°.) Ces 
tracés ont été sélectionnés de fagon a ce 
quils ne comportent pas d’image patho- 
logique ou appartiennent a des sujets de 
controle pouvant faire partie d’une popu- 
lation “normale” et ne prenant pas de 
neuroleptiques. 
Ils peuvent se diviser en 5 groupes 
classés par décennies: 
1 groupe-témoin de 30 a 39 ans (349 
traces). 
I groupe de comparaison de 50 a 59 ans 
(270 tracés). 
| groupe de comparaison de 60 a 69 ans 
(166 tracés). 
| groupe de comparaison de 70 4 79 ans 
(72 tracés). 
1 groupe de comparaison de 80 a 89 ans 
(22 tracés). 
Nous avions divisé les groupes de com- 
paraison par 5 ans, pour les reunir finale- 
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ment en décennies, car deux groupes rap- 
prochés de 5 ans fournissent des renseig- 
nements trop voisins. 

Bien que ces groupes décroissent en 
nombre au cours du vieillissement, com- 
me dans toute population étudiée sous cet 
angle, ils restent suffisamment nombreux 
pour étre comparables sous forme dhis- 
togrammes, comprenant les diverses fré- 
quences de l’alpha ou selon leurs fré- 
quences moyennes. 

Nos résultats comparés ne sont pas 
proportionnellement croissants ou dé- 
croissants avec |’age. Ceci s’explique parce 
que seuls les individus les plus résistants 
parvi iennent a un age plus avancé et leurs 
tracés ‘électroencéphalographiques sont 
souvent normaux. Aussi, entre deux 
groupes d’ages voisins, les résultats sont 
peu différents entre la fin d’une décennie 
et le commencement de |’autre. 


Methode d’analyse 

Les mémes principes ont présidé a la 
formation des groupes. 

Le calcul des fréquences du rythme 
de base est centré sur les données de 
l’analyse visuelle pratiquée sur les régions 
pariéto-occipitales, en plusieurs points du 
tracé: les fréquences obtenues sont la 
moyenne de 3 ou 4 mesures. Tous les 
groupes comparés ont été analysés par 
les mémes électroencéphalographistes afin 
d’éliminer les causes d’erreur et obtenir 
des données constantes. Selon les résultats 
de l’analyse, nous avons réparti les fré- 
quences en simples (6, 7, 8, 9, 10, 11, 12) 
et intermédiaires (5 4 6,647,7428,8a9, 
9a 10, 10 a 11, 11 a 12, 12 a 13). Les 
fréquences ainsi analysées forment les 
histogrammes qui permettent de com- 
parer plus facilement les divers groupes 
d’ages. 

Dans l'étude des tracés de repos, nous 
avons dissocié les fréquences du rythme 
de base, celles de Palpha pur et de Tasso- 
ciation “alpha + théta”. Nous examinons 
ensuite les moyennes de fréquences des 
divers histogrammes que nous représen- 
tons sous forme graphique. 


Dans une seconde partie, la réactivité 
de lE.E.G. pratiquée chez presque tous 
les sujets, est étudiée en notant les modi- 
fications de la réaction d’arrét visuelle, 
de l'hyperpnée et de la stimulation lu- 
mineuse intermittente. 

La réaction d’arrét visuelle pratiquée 
durant le tracé de repos, renseigne sur sa 
qualité, que nous divisons en bonne, 
assez bonne, mauvaise et abolie. 

L’épreuve de lhyperpnée est faite 
durant 3 minutes consécutives et fournit 
les renseignements suivants: il n’y a 
aucune modification ou encore elle ra- 
lentit les fréquences du rythme de base. 
Il y a apparition d’éléments théta ou 
l'hy pernée augmente leur abondance et 
donne parfois un aspect pointu au tracé. 

Enfin la stimulation lumineuse inter- 
mittente, faite a l’aide d’un stroboscope, 
entrainera ou non le rythme cérébral. 
Elle montrera aussi si le tracé prend un 
aspect irritatif (pointu) et s'il apparait 
des éléments théta. 

Tous les renseignements fournis par la 
réactivité sont exprimés, pour plus de 
clarté, en pourcentages. 


Resultats 
lo) Fréquence du rythme de base. 


Avant d’étudier les renseignements 
fournis par la comparaison des divers 
groupes d’ages, voyons le profil “normal” 
du groupe-temoin de 30 a 39 ans. Nous 
constatons qu’il est assez constant et que 
la fréquence 10 est stable pour le rythme 
de base, lalpha pur et l’association * ‘alpha 
+ theta”. (Tableau 1). 

La premiére constatation issue de cette 
comparaison est une baisse de la fréquence 
du rythme de base avec le vieillissement, 
comme l’ont rapportée la plupart des 
auteurs. Seul, parmi les quatre groupes, 
le premier est comparable au groupe- 
témoin de 30 a 39 ans, la frequence 
maxima étant 10. A partir de 60 ans, on 
constate un profil nettement dévié vers 
ia gauche: la fréquence ralentit a 8-9, 9 
et 7-8. Il est a remarquer que la fréquence 
8 n’augmente pas avec lage quoique le 
rythme de base ralentisse. (Tableau 2). 
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Tableau 1.—Profil “normal” du groupe-témoin de 30 4 39 ans et comparaison des fréquences du 
rythme de base (a gauche), de l'alpha pur (au centre) et de l'association “alpha + theta” 
(a droite). 
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Tableau 2.—Baisse de la fréquence du rythme de base proportionnelle a lage et profil dévie 
vers la gauche. 
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Tableau 3.—Les fréquences des différents groupes d’alpha pur ne ralentissent pas parallélement 
au vieillissement. 
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‘Tableau 4.—Association “alpha + théta”. La présence du rythme théta dans un tracé favorise 
le ralentissement de alpha et le profil est dévié vers la gauche. 
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Tableau 5.—-La moyenne des fréquences du rythme de base et de l'association “alpha + théta” 
diminuent progressivement avec lage mais non celles de lalpha pur. 


La présence du rythme théta dans un 
tracé favorise le ralentissement de l’alpha, 
comme cela apparait, si lon distingue 
dans chaque groupe les tracés ne com- 
portant que de l’alpha (alpha pur) et 
ceux ot il est associé (alpha + theta). 

En effet, si on isole les groupes com- 
posés uniquement d’alpha pur, nous con- 
statons que les fréquences ne ralentissent 
pas parallélement au vieillissement. Pour 
le groupe-témoin et jusqu’a 69 ans, la 
fréquence demeure 10; de 70 a 79 ans, 


le rythme alpha ralentit 4 8-9, 9 et aprés 
80 ans, la fréquence dominante est 4 nou- 
veau 10. (Tableau 3). 


Par contre, l’association “alpha + 
théta” montre de fagon non équivoque le 
ralentissement de la fréquence alpha. 
Pour le groupe-témoin et jusqu’a 59 ans, 
la fréquence est 10. De 60 a 69 ans, le 
rythme ralentit a 8-9; de 70 4 79 ans, la 
fréquence est 9 et pour les plus de 80 ans, 
elle descend a 7-8 (Tableau 4). Nous 
concluons avec Mundy-Castle (11) que 
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EPREUVE De L’HyPERPNEI 





Sans action. 66.1% 50.7% 40.3% 51.4% 31.89 
Ralentit. 14.6% 19.6 ( 22.2% 15.8% 13.6% 
Théta. 3.4% i ea 8.5% 3.6% 2.8% 4.S9% 
Augmente théta. 1.7% “8.1% 11.4% 11.1% 13.6% 
Aspect irritatif. 1.4% 3 1% 7.2% 6.9% 13.6% 

30-39 one 50-59 60-69 70-79 80 89 


Tableau 6.—Les bonnes R A V diminuent et les mauvaises ou celles abolies augmentent avec l’age. 


la présence d’éléments théta est patho- 
logique dans le vieillissement, favorise le 
ralentissement et manifeste une atteinte 
organique. 

Si nous comparons la moyenne des 
fréquences, il est encore évident qu'elle 
diminue avec |’age. En effet, si l’on con- 
sidére Tensemble des groupes d’ages 
(Tableau 5) en isolant les tracés ne pré- 
sentant que de l’alpha (alpha “pur’’), on 
voit la fréquence s’élever dans le groupe 
le plus agé, la conjonction d’un age 
avancé et d’un tracé strictement normal 
étant le signe d’un excellent état cérébral. 
Cette moyenne est de 9.8 pour le groupe- 
témoin; de 50 a 69 ans, elle diminue lé- 
gérement a 9.7 et de 70 a 79 ans, elle est 
9.3 pour remonter a 9.5 pour le groupe 
de 80 a 89 ans. Par contre, la moyenne 
des fréquences de l'association “alpha +- 
théta” confirme la déviation vers la 


gauche des histogrammes et montre une 
courbe qui décroit progressivement: 9.7, 
9.6, 9.1, 9.1, 7.8 (Tableau 5). 


20) Réactivité. 

Au sujet de la réactivité, nous avons 
constaté au cours du vieillissement, que 
la réaction d’arrét visuelle est de moins 
en moins bonne. Les bonnes réactions 
d’arrét visuelles diminuent avec lage 


(71.9%, 62.6%, 51.2%, 55.5% et 36.3%) 
et les mauvaises augmentent (10.9%, 
10.7%, 18%, 16.6%, 31.8%). Les ré- 


actions d’arrét visuelles abolies augmen- 
tent aussi parallélement au vieillissement 
(Q2%. 29%, 06%. 55% &@& 8K) 
(Tableau 6). 

L’épreuve de Phyperpnée est de plus 
en plus active et les tracés ol son action 
ne se fait pas sentir, deviennent progres- 
sivement moins nombreux (66.1°%, 50.7%, 


STIMULATION LUMINEUSE INTERMITTENTE 


Entrainée. 56.7% 37.3% 42.1% 44.4% 36.3% 
Nase ontectaie. 23 1% 21 8° Z, 19.8%, 18 o// 36 3% 
Aapect irritatif. * 10.3° Y 26.5% 22.2% 44 4 ( 36.3% 
Men ‘‘eualaie. 23.2% 21.8% : 19.8% 18 % | 36.3% 
Aapect irvitatil. 10.3% | 13.3% 26.5% 22.2% 18.1% 
Theta. 0.6% | 1.8% 3.69, 1.3% -4.8y 

_ 30-39 ans i "50-59 60-69 70-79 80-89 


Tableau 7.—-L’hyperpnée est de plus en plus active au cours du vieillissement. Elle ralentit le 
tracé, fait apparaitre des éléments théta ou augmente l’abondance de ceux-ci et rend le tracé 


plus irritatif. 
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REACTION D’ARRET VISUELLE 
Bonne 71.9% 62.6% 51.2% 55.5%; 36.3% 
Assez bonne 15.4% 13.79 19.2% 9.7% 9 % 
Mauvaise. 10.9% 10.7% is & 16.6% 21.8% 
Abolie 0.2% 2.9% 0.6% 5.5 13.6% 
30-39 ans 50-59 60-69 70-79 80-89 


Tableau 8.—La S.L.I. entraine 


“irritatif” ou dans l'apparition du rythme theta. 
40.3 51.4°. et 31.8°.). Elle ralentit le 
trace (14.6 19.6°., er = Sa tu 
13.6°.), fait apparaitre des éléments 
pathologiques theta (3.4 BF os SP Jus 
2.8 4.5°,), augmente l’abondance de 
ceux-ci (1.7%, 8.1 Le pee 
13.6 et le tracé devient plus irritatif 
CED foe Dil fos tek Jus OO low Be (Ta- 
bleau 7). 


La stimulation lunnneuse intermittente 
entraine moins le rythme_ cérébral 
(56.7%, 37.3%, 42.1%, 44.4%, 36.3%) 
mais son action augmente dans le sens 


“irritatif” (10.3 yA Sp Se & 
18.1°4) ou dans l'apparition des éléments 
theta (0.6 1.8 3.6%, 1.3% et 4.5%) 


(Tableau 8). 


En outre, comme nous l’avions con- 
staté au cours de lhyperpnée et de la 
stimulation lumineuse intermittente, la 
morphologie du tracé change au cours du 
vieillissement et les rythmes “pointus” 
deviennent plus abondants de méme que 
les éléments theta. Avec Barnes et Col. 
(1), Obrist et Col. (13), nous pensons 
que ces signes sont en faveur d’un pro- 
cessus physiologique du vieillissement, en 
relation surtout avec l’état vasculaire. 

En conclusion, VE.E.G. au cours du 
vieillissement évolue, d'une part, vers un 
ralentissement de la fréquence alpha, qui 
est considéré comme un signe mineur 
mais constant de “souffrance cérébrale” 
et vers un type de réactivité montrant, 
soit un é€moussement des réponses phy- 
siologiques, soit l'ébauche des caractéres 


pathologiques (vasculaire en particulier ). 


moins le rythme cérébral mais son action augmente dans le sens 


En ce qui concerne la fréquence alpha, 
il faut, néanmoins, constater que chez les 
sujets les plus agés lorsque le rythme 
theta ne survient pas, la fréquence montre, 
au contraire, une tendance a I|’accéléra- 
tion. Cela confirme, puisqu’il s’agit de 
sujets particuli¢rement sains, la valeur des 
variations de fréquence et aussi la signi- 
fication péjorative du rythme theta chez 
l’'adulte et le vieillard. 


Résumé 
Nous avons recherché une relation 
entre le processus de vieillissement et les 

variations de fréquence du rythme alpha 
de base et de la réactivité de l’électroencé- 
phalogramme. 

Dans ce but, nous avons isolé 879 tracés 
ne comportant pas d’image pathologique, 
qui furent divisés en 5 groupes classés par 
décennies. 

La premiere constatation issue de cette 
comparaison est une baisse de la fréquence 
alpha avec lage. Seul, parmi les quatre 
groupes, le premier est comparable au 
groupe- -témoin de 30 a 39 ans; a partir 
de 60 ans, on constate un profil nettement 
dévié vers la gauche, tandis que les moy- 
ennes baissent. 

La présence du rythme théta dans un 
tracé favorise le ralentissement de | ‘alpha, 
comme cela apparait, si l’on distingue 
dans chaque groupe les tracés ne compor- 
tant que de l’'alpha (alpha pur) et ceux 
ou il est associé (alpha + theta). 

En ce qui concerne la réactivité, nous 
avons constaté au cours du vieillissement 
que: 
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—la réaction d’arrét visuelle est de 
moins en moins bonne; 

—lhyperpnée est de plus en plus active; 

—le rythme théta augmente; 

—la stimulation lumineuse intermit- 
tente entraine moins le rythme cérébral, 
mais son action augmente dans le sens 
“irritatif’” ou dans apparition du rythme 
theta. 

En outre, la morphologic du tracé 
change et les rythmes “pointus” devien- 
nent de plus en plus abondants. 


Summary 

Previous studies have brought us to 
consider the variations in frequency of 
the basic alpha rhythm of the electroen- 
cephalograms, as an important and signi- 
ficant factor. 

Regarding the problem of the aging 
processus, we have looked for an even- 
tual relationship between this fact and 
the variations in question. 

For this, we isolated a group of trac- 
ings showing no pathological pattern, or 
belonging to a group of control with no 
consumption of neuroleptics and able to 
be part of a “normal” existence. 

These 879 selected tracings have shown 
the alpha rhythm in all cases, and in 262 
subjects its association with theta rhythm. 

They may be divided into 5 groups by 
decades: 

| test-group from 30 to 39 years (349 
tracings ). 


= 
~ 


| group of comparison from 
vears (270 tracings). 


50 to § 


] group of comparison from 60 to 69 
vears (166 tracings). 

| group of comparison from 70 to 79 
years (72 tracings). 

| group of comparison from 80 to 89 
years (22 tracings). 

Even if these groups diminish in num- 
ber with advancing age, as in all popula- 
tions studied under this aspect, they re- 
main sufficient in number to be compared 
under histographic form, grouping the 
different frequencies of alpha rhythm or 
according to their average frequencies. 
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The first observation issued from this 
comparison is the decrease of alpha fre- 
quency with age. Among the four groups, 
the first group only can be compared to 
the test-group from 30 to 39 years of age. 
From 60. years of age, we see a 
profile clearly div erted to the left, where- 
as the averages diminish. 


The presence of theta rhythm in a trac- 
ing favors the reduction in the frequency 
of. alpha rhythm as it is seen if we select 
in each group, the tracings composed of 
alpha rhythm (pure alpha rhythm) and 
those composed of both (alpha + theta). 


In what concerns reactivity, we have 
observed that during the aging processus: 
— the blocking is less and less adequate; 


— hyperventilation is more and more 
active; 


— theta rhythm increases; 


—the photic stimulation follows less 
the cerebral rhythm but its action in- 
creases the “irritative pattern” or in the 
appearance of theta rhythm. 

Moreover, the morphology of the trac- 
ing changes and the “choppy” rhythms 
become more and more abundant. 

In conclusion: The E.E.G. evolves in 
one way towards a decrease of the alpha 
frequency, which is considered as a minor 
but constant indication of “cerebral dis- 
tress” and in another way, towards a 
pattern of reactivity showing, either a 
decrease of physiological responses, or 
an increase in pathological elements 
(vascular types, in particular). 


Bibliographie 

(1) Barnes, R. H., Busse, E. W. and Friedman, 
E.L. The psychological functioning of 
aged individuals with normal and abnor- 
mal electroencephalograms: a study of 
hospitalized individuals. J. Nerv. Ment. 
Dis., 1956, 124: 585-593. 

(2) Friedlander, W. J. Electroencephalo- 
graphic alpha rate in adults as a function 
of age. Geriatrics, 1958, 13: 29-31. 

(3) Gibbs, F. A. and Gibbs, E. L. Atlas of 
Electroencephalography. Volume I, 1950: 
86. 





36 


(4) Greenblatt, M., Healey, M. 


(6 


(8 


) 


CANADIAN 


and Jones, 
G. A. Age and electroencephalographic ab- 
normal ty in neuro-psychiatric: study of 
1,593 cases. Amer. J. Psychiat., 1944, 101: 
82-90. 


Liberson, W. T. and Sequin, C. A. Brain 
waves and clinical features in arterio- 
sclerotic and senile mental patients. Psy- 


chosomat. med., 1945, 7: 30-35. 
Liberson, W. T. and Strauss, H. Electro- 
encephalographic studies: slow activity 


during hyperventilation in relation to age. 
Proc. Soc. Exp. Biol., 1941, 48: 674-676. 


Maggs, R. and Turton, E. C. Some E.E.G. 
findings in old age and their relationship 
to affective disorder. J. Ment. Sci., 1956, 
102: 812-818. 

McAdam, W. and McClatchey, W. T. 
The electroencephalogram in aged pati- 
ents of a mental hospital. J. Ment. Sci., 
1952, 98: 711-715. 


McAdam, W. and Robinson, R. A. Senile 
intellectual deterioration and the electro- 
encephalogram: a quantitative correlation. 
ps Ment. Sci., 1956, 102: 819-825. 


PSYCHIATRIC ASSOCIATION JOURNAL 


(10) 


(11) 


(12) 


(13 


~~ 


(14) 


(15) 


(16) 





Vol. 6, No. 1 


McAdam, W. and Robinson, R. A. Prog- 
nosis in senile deterioration. J. Ment. Sci., 
1957, 103: 821-823. 

Mundy-Castle, A. C. Theta and beta 
rhythm in the electroencephalograms of 
normal adults. E.E.G. Clin. Neurophysiol., 
1951, 3: 477. 

Obrist, W. D. The electroencephalogram 
of normal male subjects over age 75. J. 
Geront., 1951, 6: 130. Suppl. 3. 

Obrist, W. D. and Henry, C. E. Electro- 
encephalographic findings in aged psy- 
chiatric patients. J. Nerv. Ment. Dis., 
1958, 126: 254-267. 

O'Leary, J. L. The electroencephalogram 
in geriatric practice. Geriatrics, 1957, 12: 
413-420. 

Silverman, A. J., Busse, E. W., Barnes, 
R. H., Frost, L. L. and Thaler, M. B. 
Studies on the processes of aging. Physio- 
logic influences on psychic functioning in 
elderly people. Geriatrics, 1953, 8: 370-376. 
Thaler, M. Relationship among Wechsler, 
Weigl, Rorschach, E.E.G. findings and 
abstract-concrete behavior in a group of 
normal aged subjects. J. Geront., 1956, 11: 
404-409. 











January, 1961 


FOLLOW-UP ON DYMOND REPORT 37 


THE DYMOND REPORT AND CHRONIC PATIENTS IN 
ONTARIO HOSPITALS* 


Cyrit GREENLAND’ 


The speech(1) by the Minister of Health 
marks an important advance in psychiatric 
thinking which will be studied with interest 
and approval all over the world. This pro- 
vides a blue-print for the future develop- 
ment of the Provincial Mental Health Ser- 
vices and shows a keenly realistic awareness 
of the present state of Ontario Hospitals 
and what can be done now to improve them. 
It also indicates the parallel developments 
which are necessary in the closely related 
fields of public health and social welfare 
and the part these services will have to play 
in a comprehensive mental health program. 

In his speech the Minister went into con- 
siderable detail but, in essence, what he said 
may be summarized as follows to provide 
a basis for this discussion:— 

By 1900, asylums which, for a time, had 
been centres of activity, had deteriorated to 
become custodial institutions, which since 
that date have been built mainly in isolated 
situations. In these places the mentally ill 
were put away with the expectation that 
they would remain permanently or that, at 
least, they would not be allowed home until 
cured—in those days an unlikely event. In- 
stitutions were large because it was believed 
that they were more economical than smaller 
ones. They were designed to be indestruc- 
tible and many safety measures were intro- 
duced because it was believed that the 
mentally sick people were also incapable of 
showing any responsibility for themselves 
or their conduct. This in brief is the back- 
ground to the legend of chronicity. 

Now for the present, Ontario Hospitals 
are admitting, in increasing numbers, mental 
defectives, seniles, mentally handicapped 
and the acute and chronically ill. In the 
midst of this complex pattern of patient 
population, highly skilled staff are attempt- 
ing to conduct a modern and progressive 
treatment programme, often under great 
handicaps. 

The Report states that ideally the organi- 
zation of mental health services should start 
at the community level. Since it is not pos- 
__ ©Presented to O.H. Social Workers Conference, May 


28th, 1959, Whitby. 
1Social Work Advisor, Mental Health Branch, 


Department of Health, Ontario. 


sible to start afresh it is necessary to work 
backwards and bring the mental hospitals 
closer to the community. It proposes that 
every large community should have:— 


1. “A comprehensive service that could 
provide for the identification and care 
of, or assistance to, those who require 
treatment but not hospitalization.” 


Nm 


“Those who require partial hospitali- 
zation for treatment.” 


3. “Those who require full hospitalization 
for treatment whether it be long or 
short term.” 


4. “Those who require nursing care.” 


wn 


“Those who require only custodial 
care.” 


6. “Those who require supervision in the 
community, and those who require 
special arrangements for maintenance, 
education and/or employment.” 


It will be seen that the successful imple- 
mentation of this ambitious programme 
depends ultimately on solutions being found 
for a bewildering variety of exceedingly 
complex problems. The most difficult will 
involve co-operation between different pro- 
fessional groups each of which will have 
fixed ideas of what the other's area of in- 
terest and function should be. Reconciling 
these divergent opinions will not be the 
most enviable of tasks. It is inevitable also 
that Social Work, because it belongs to the 
youngest of professions, will be subject to 
the most rigorous scrutiny and testing. Cer- 
tainly we will have a special duty to define 
our area of competence and consider the 
appropriateness of our training and profes- 
sional development in relation to the de- 
mands to be made on us. I hope this will 
provide the framework for many future 
discussions. In this session my aim is to 
examine briefly some aspects of chronic 
mental illness and suggest what contribution 
social workers may make to its solution. 


One of the most striking facts revealed by 


a study of Ontario Hospitals statistics(2) is 
that in the past 37 years the absolute num- 
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ber of patients has increased threefold. In 
this period the rate per 100,000 of Ontario’s 
population has grown from 272 in 1921 to 
426 in 1957, an overall gain of more than 50 
per cent. The rates of admissions and dis- 
charges show a similar upward trend. 


One outstanding feature is that the in- 
crease in the total number of patients in 
hospital is unevenly distributed among the 
different age groups. Between 1941 and 1947 
the population of patients aged 15 to 64 in- 
creased by 17 per cent. In the age group 65 
and over the increase was 153 per cent. 
Those under the age of 14 increased by 
more than 230 per cent. This, no doubt, 
reflects the much needed expansion of pro- 
vision for mental defective children in 
Ontario Hospital Schools. 

Here it should be noted that there are 
more than 1300 adult non-psychotic defec- 
tives languishing in mental hospitals, pre- 
sumably, because no one else will give them 
shelter, work and the protection they need. 
Obviously it is going to be very difficult 
if not altogether impossible for hospitals to 
prov ide custodial care for mental defectives 
and other such handicapped people and at 
the same time offer facilities for modern 
psychiatric treatment. There is however 
plenty of evidence to suggest that mental 
deficiency is best dealt with in the com- 
munity rather than on an entirely institu- 
tional basis. In this way hospitals can be 
freed to provide more active and flexible 
services for the mentally retarded and sup- 
port for their parents. There have been a 
number of experiments(3) along these lines 
in Britain which will repay careful study. 
Since mental deficiency is being considered 
in a separate session I will say no more about 
it except that in the past this subject has all 
too often been neglected by social workers 
who believe quite mistakenly, that casework 
has little or nothing to contribute. 


In an even more acute form the situation 
is similar for the aged whose numbers in 
mental hospitals have increased by 150 per 
cent, from 1,788 in 1941 to 4,529 in 1957. 
Patients aged 65 or over who were ad- 
mitted or readmitted to mental hospital i 
that year numbered 1,330, almost 20 per cent 
of the total; 618 were men and 712 women. 


It is sometimes suggested that old people 
are needlessly admitted to mental hospitals 
because other provisions for their care are 
lacking. Medical statistics reveal in fact that 
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this is rarely so. Few will deny however 
that there are many instances where the 
condition responsible for the admission may 
well have been avoided if appropriate wel- 
fare facilities had been available. Similarly 
many of these old people make an excellent 
recovery after a short period of treatment 
and can be discharged if proper care is 
available for them at home. At present one 
third of all the old people admitted are 
discharged within a year. In the absence of 
the kind of comprehensive service antici- 
pated in the Dymond Report, Ontario 
Hospitals need not be ashamed of their suc- 
cesses in the treatment of psychiatric illness 
in the aged—but with more imaginative co- 
operation with Public Health and Social 
Welfare agencies the discharge rate of old 
people can at least be doubled. 


There is, I understand, a certain uneasi- 
ness about collaboration between Social 
Work and Public Health Nursing which 
will need to be resolved if progress is to be 
achieved. To outsiders this must look 
amazingly like “dog in the manger” on our 
part. This is particularly so because many 
of us find it difficult to explain simply just 
what it is we are trying to do. We feel, it 
seems, that Public Health Nurses are in- 
adequately equipped to do what we would 
like to do if only there were more of us 
and we had the time. If according to Parkin- 
son’s law, work expands to fill the time 
available for its completion, we are unlikely 
ever to achieve the sublime state of having 
an abundance of staff and plenty of time. 
It would however be reckless to ignore these 
difficulties which, after all, are not unique 
to our profession and are certainly familiar 
enough to our medical colleagues. In part, 
at least, some of them can be reduced by 
defining areas of common interest. The 
medico-psycho-social problems of the aged 
are certainly matters of mutual concern and 
therefore a most fruitful field for co-opera- 
tion. This is also true because with mental 
illness in old people time is a critical element 
in successful treatment and invariably the 
social problems to be solved demand a 
maximum flexibility of service. 

We come now to consider some of the 
implications of schizophrenia which is the 
commonest and most formidable of all 
diseases known to mankind. Half of all 


patients resident in mental hospitals and one 
in every four new 


admissions suffer from 
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this illness which, as you know, strikes 
mostly at young people, often without warn- 
ing or obvious cause. In the past the great 
majority of these patients were condemned 
to spend a substantial period, if not their 
entire lifetime, in hospital. In fact of all 
residents in Ontario Hospitals for 20 years 
or more, 55 per cent suffer from schizo- 
phrenia. Recent epidemiological studies of 
this disease raise challenging problems. It is 
said that mental illness respects neither race, 
creed, rich nor poor. This sounds well as a 
dubious compliment to democracy—but it is 
not true. It has now been confirmed, beyond 
reasonable doubt as far as schizophrenia is 
concerned, that the poor are afflicted at 
least four times more frequently than the 
rich. Put formally, we find from a recent 
Britishe study(4) that there is a prepon- 
derance of schizophrenia among young men 
of social class V. The actual social class dis- 
tribution is as follows:— 


First admisison for schizophrenia 
per 100,000 men age 20 and over 
England and Wales 
Social Classes 
Ill 
93 


51 5 


IV 
103 


V 


229 


[he implications of these facts are con- 
siderable but so far they have been virtually 
disregarded by social workers and the 
schools we train in. 


Of even more relevance and concern is 
the recently published report(5) on mental 
illness in New Haven, Connecticut. The 
authors, Professors Hollingshead and Red- 
lich, show that once a class V patient is com- 
mitted to a mental institution the likelihood 
of his return to the family is small. “Class 
V patients,” they say, “tend to be dropped 
by their families as injured limbs are cast 
off by some organisms.” 


Another such outstanding finding was that 
Class V schizophrenics once returned to a 
hospital for a second admission are almost 
inevitably destined to stay there indefinitely. 
Similar findings have come from a recent 
survey of the Ontario Hospitals popula- 
tion.(6) This shows that there are more 
than 2000 (9 per cent) patients who do not 
receive or require treatment, nursing or 
supervision. The behaviour of this group 
is said to be controlled and their freedom 
unrestricted. Why then, it may be asked, 
are they in hospital? In part, at least an 
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answer to this question is also suggested by 
the results of the survey. No less than 
7,382 patients, one third of the total in hos- 
pital, have no contact with their family. Of 
this group only 1,739 are old people over the 
age of 65. It would however be quite wrong 
to assume that all these patients are languish- 
ing in hospitals for no particular reason. I 
suspect that the majority are quiescent 
psychotics who have made a precarious ad- 
justment to hospital living but may not be 
acceptable in the community. Others may 
be so thoroughly institutionalized that life 
outside may be intolerable for them unless 
a very sheltered environment can be pro- 
vided. 

In Whitby 129 (6 per cent) of our in- 
patients were described as not being in need 
of treatment, nursing care or supervision, 
142 of our patients were also reported as 
having no contact with their families. We 
hope, before long, to undertake some opera- 
tional research to find out more about these 
patients and what needs to be done to 
facilitate their return home or, at least as a 
first step, to help them re-establish contact 
with their relatives. Keeping patients’ homes 
open for them is by training and tradition 
the Social Workers’ responsibility. Re- 
search in this field, although requiring close 


collaboration with medical and nursing 
colleagues, should also be our concern. 


Those interested in this topic may find it 
helpful to read a study by Charles L. 
Rose(7) of the V.A. Hospital, Bedford, 
Mass., entitled:—“Relatives Attitudes and 
Mental Hospitalization.” In this he showed 
that many relatives felt dissociated from the 
hospital and its treatment program. If this 
is also true in Ontario, an important part of 
our research will be to consider how far 
hospital administrative policy contributes to 
these unhelpful attitudes. 


With the judicious use of pharmaco- 
therapy, leucotomy, or both, more and more 
chronically disabled patients are helped to 
attain a tenuous remission which marks their 
return to the community at least theoretic- 
ally possible. This raises some remarkably 
difficult problems w hich are rarely present 
to the same extent or intensity when patients 
respond to rapid treatments for brief psy- 
chotic episodes and then return to their 
own families, homes and gainful employ- 
ment. 





Ww 


It is easy to see how the hospital staff— 
particularly nurses and doctors and even 
social workers can fall into the error of 
evaluating patients in terms of improve- 
ments they have made, rather than how far 
they still have to go before their behaviour 
can be compared with the standards they 
will be required to maintain in any private 
home. For example, after a long period in 
hospital, their table manners may be very 
poor, as a matter of habit they may neglect 
to close the door while using the toilet or 
fail to flush it afterwards, they may have to 
be told when to bath, shave, and change 
their underwear, etc. As Genevieve 
Slear(8) says in her very perceptive article 
on this subject:— 

“wandering aimlessly around the grounds 

is better than sitting tied to a chair, but 

it is not preparation for living in the 
community. 


She also quotes Dr. J. T. Ferguson(9) who, 
in describing the needs for re-education of 
patients successfully treated with tranquil- 
lizing drugs writes:— 
“A program of this type without facilities 
or personnel for rehabilitation measures 
is doomed to failure: they (the drugs) 
only open the door to reality. How far 
the patient progresses towards normalcy 
is the sum total of all the efforts on his 
behalf.” 


It is not difficult to see that social workers 
who are alert to resources in the hospital 
as well as outside can contribute con- 
siderably to the remotivation of chronic 
patients. 


The Dymond Report refers in particular 
to work as a necessary and valuable thera- 
peutic adjunct and indicates some interest- 
ing developments in this direction. As we 
know, however, work programmes can be 
constructive or stultifying depending on 
whether they are fully exploited to give 
patients practice in making choices and 
using initiative. Even within the daily ward 
routines there are infinite possibilities, which 
are often neglected. The development of 
social group techniques specially designed 
for chronic patients in close collaboration 
with the Occupational Therapists, nurses 
and attendant staffs are obviously valuable. 
Such programmes may become even more 
effective if relatives and volunteer groups 
are involved. 
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It is often very difficult to decide exactly 
how much social work time should be spent 
on such activities which supplement the 
efforts of other staff members whose duties 
are exclusively patient centred. In settings 
where social workers are the only ones 
available for work with relatives and com- 
munity agencies, excessive concentration on 
clinically orientated activity with  in- 
patients, however valuable, is seldom, if 
ever, justified. As newcomers we may be 
over eager to prove our worth by indis- 
criminately accepting roles which properly 
belong to the doctors, nurses or attendants. 
In this way we can become insensitive to 
their long established partnership and ne- 
glectful of the expectation which they have 
of us. This represents not only a disservice 
to our profession but also a considerable 
threat to the hospital’s therapeutic potential. 
These considerations are, I believe, particu- 
larly relevant at the present time when the 
functions of mental hospitals are subject to 
pressure and great change. 


At Whitby, with the enthusiastic support 
of Dr. B. H. McNeel, Chief Mental Health 
Division, Dr. Lynch, our Medical Superin- 
tendent, and the active participation of Dr. 
Galbraith, Dr. Lynes, Mrs. Richards, head 
of O.T., and Mr. Stanlick, the Ward Super- 
visor, we have already started on an am- 
bitious research, “PROJECT REMOTI- 
VATION.” 


The aims are: 


(a) To initiate, for an experimental period, 
a rehabilitation programme in a ward 
for chronically psychotic men. 

(b) To develop and demonstrate remoti- 
vational techniques. 

(c) To measure, describe and report on the 
changes taking place among individual 
patients and the group as a whole be- 
fore and after the programme. 

(d) To train attendants and nurses so that 
they may in turn teach other members 
of the hospital staff to use and develop 
remotivational techniques. 


The prevailing conditions of the ward are 
now being subjected to the most intensive 
scrutiny by a group of sociologists and 


psychologists. Then beginning in June a 12 
week “total push” programme will be under- 
taken. In this period everything possible 
will be done to help these patients. The 
physical appearance of the ward will be 
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improved, a variety of activities will be 

available including paid work, occupational 

therapy, recreation, etc. Relatives are being 
contacted and volunteer groups involved. 

At the end of this period similar objective 

studies will be made to assess what improve- 

ments, if any, have been obtained in both 
the well-being of the patients and in the 
organization of the ward. At the end of this 
research | would welcome an opportunity 
to describe the results and also to consider 
with you its implications for social work. 

So far I have been mostly concerned with 

a few of the many important developments 

within the Ontario Hospitals. In this brief 

presentation I have not been able to mention 
many other relevant topics, such as voca- 
tional training, creative arts, group methods 
and the training of non-medical staff, etc. 
I have assumed (correctly I hope) that you 
are all familiar with the general provisions 
of the Dymond Report which, f ctegud. 
will go a long way towards preventing 
mental illness in its chronic form. Instead 
of reporting these in detail I now propose 

to read an eight point summary of a 

paper(10) by Dr. Robert C. Hunt, M.D., 

Director, Hudson River State Hospital: — 

1. The enormous disability associated with 
mental illness is to a large extent super- 
imposed, is preventable and treatable. 

2. Disability is superimposed by the rejec- 
tion mechanisms stemming from cultural 
attitudes. 

3. Hospitalization as such is an important 
cause of disability. 

4. The best of treatment-minded state hos- 
pitals perform a disabling custodial func- 
tion. 


wn 


The custodial culture within a state hos- 
pital is largely created by public pressure 
for security. 

6. Some of the treatment functions and 
most of the custodial functions of the 
hospital should be returned to the com- 
munity. 

This can be accomplished only by a 
change in public attitudes and concepts 
of responsibility. 

8. Public attitudes cannot be expected to 
change until hospitals demonstrate the 
value and safety of community care by 
becoming open hospitals. 


~“ 


These hypotheses, if accepted, will, I believe, 
change our whole concept of psychiatric 
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illness and its treatment and give coherent 
expression to the basic principles of the new 
mental health plan. 

To conclude it needs to be emphasized 
that although extremely comprehensive the 
Mental Health Programme is also very 
realistic. It recognizes, for example, that the 
full responsibility for providing social ser- 
vices for our patients and their families can- 
not rest exclusively on the hospital staffs. 
To an increasing degree, it will be necessary 
for community agencies which provide 
financial assistance, family counselling, 
sheltered workshops and recreation, etc. to 
extend their facilities to include our patients. 
Services for the disabled, psychiatrically no 
less than the physically handicapped, must 
be provided by and in the community. I 
believe this is one of the key stones for the 
successful operation of the new plan. Ex- 
actly how this is to be done is, as yet, im- 
perfectly understood. It is certain however 
that the social workers’ contribution will 
be a vital one. Undoubtedly in the process 
we will be called upon to critically re- 
examine our present function and training 
and more clearly to become identified with 
the overall objectives of our hospitals and 
the mental health services as a whole. 
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A Postscript on the Dymond Report 


In the period that has elapsed since 
February 1959 when the Honourable M. B. 
Dymond, M. D., Minister of Health, pre- 
sented his proposals to the Ontario Legisla- 
ture on the future of the Mental Health 
Services, considerable expansion of facilities 
and services has taken place. Some of these 
developments have been the result of prior 
planning, e.g. the construction of a hospital 
school with accommodation for 1,200 men- 
tally retarded patients at Cedar Springs, the 
completion of a 600 bed addition to the 
Ontario Hospital, Hamilton, the completion 
of a 500 bed unit for tuberculous patients at 
the Ontario Hospital, Woodstock, and the 
construction of a Clinical Services Unit at 
the Ontario Hospital, Port Arthur. Some 
have been the result of prior planning spe- 
cifically related to the policy enunciated by 
the Minister, and some have followed as 
steps in the direct implementation of the 
policy. 

The establishment of the Children’s Psy- 
chiatric Research Institute at London which 
grew out of the basic planning enunciated 
in the policy statement practically coincided 
with the statement itself. An important 
contribution has already been made by this 
centre in developing an assessment and 
counselling program for retarded children 
and their families. By the use of this service, 
it has been possible to institute in Western 
Ontario a policy of requiring complete 
assessment of a child before he is accepted 
for admission to a hospital school. 

Pending the completion of new construc- 
tion to relieve overcrowding in the hospital 
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schools, Gravenhurst Sanatorium was pur- 
chased from the National Sanatorium Asso- 
ciation to accommodate over 300 patients 
from Orillia. The transfer of these patients 
has made it possible to begin to implement 
a plan to remodel the Orillia Hospital 
School. It is anticipated that the patient 
population of this institution, when remodel- 
ling is complete, will be about 800 less than 
at present. 


As a beginning to the implementation of 
the plan for regionalization by the wider 
distribution of small hospitals and other 
facilities, the following steps have been 
taken: 


(1) New designs have been drawn for a 
300 bed community hospital. One of 
these is now under construction at 
Goderich, and another will soon be 
started at Owen Sound. In these parti- 
cular locations, a 4-ward 150 bed unit 
will be used as an infirmary unit. Out- 
patient and day care services will be 
provided for the local area. 


, 
nN 
~~ 


Arrangements have been made with 
the Board of the Royal Ottawa Sana- 
torium to undertake the development 
of an out-patient and short-term in- 
patient psychiatric service. It is antici- 
pated that this will become the centre 
of psychiatric services for the City of 
Ottawa and Carleton County. It will be 
associated with the Department of Psy- 
chiatry of the University of Ottawa. 
This will be the first community psy- 
chiatric hospital to operate under its 
own Board. 


(3) The intention to establish hospital 
schools of 600-800 bed capacity in the 
Niagara Peninsula and in Northern On- 
tario, and a farm colony at Palmerston, 
has been announced. 


(4 


~— 


Four new out-patient services and three 
day-care centres have been established 
at Ontario Hospitals, so that now all 
hospitals serving local areas and two 
specialized hospitals have out-patient 
facilities. 

(5 


~— 


Two new psychiatric units in general 
hospitals have been opened (Ottawa 
Civic and Kingston General), and four 
more have been authorized. 


(6) A new Community Mental Health 


Clinic has been set up in Sarnia. 
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(7) Plans for the location of additional 
community psychiatric hospitals have 
been discussed. 

(8) Plans are being drawn for complete 
remodelling of the Ontario Hospital, 
London, with eventual reduction of size 
to about 600 beds. 


The proposal to revise the operational 
structure of the large mental hospital by 
dividing it into “functionally equivalent”* 
units of 250-300 beds each has been fully 
implemented at New Toronto, partially im- 
plemented at Hamilton where progress has 
been delayed by the delay in opening new 
accommodation, and is now being under- 
taken at the Ontario Hospital, Toronto. 

Recruiting of professional staff has shown 
no spectacular acceleration except in re- 
cruitment of students for nursing training 
leading to the R.N., which has doubled this 
year. Three Schools of Nursing are in 
operation, and plans for improving facilities 
and for revision of programs are under 
way. Of the nurses training in general 
hospitals in Ontario, 75% now receive 
psychiatric training in Ontario Hospitals by 
affiliation. 

A survey of nursing services which is 
expected to take a year or more was begun 
in November, 1960. It is hoped that this will 
clarify staff activities, roles, classification, 
etc., and will lead to better staff organiza- 
tion and more appropriate training. 


Facilities for post-graduate training of 
psychiatrists have been expanded in the 
Universities of Toronto, Western Ontario, 
Ottawa, and Queen’s. A course in Child 
Psychiatry has, in addition, been established 
at Toronto Psychiatric Hospital. 

A special course for training Occupational 
Therapists was inaugurated in September 
1959 by the Canadian Association of Occu- 
pational Therapy, with financial support 
from a Federal Health Grant. 

In the training of Social Workers, similar 
progress has been made. At the University 
of Toronto School of Social Work, of the 
53 students completing the M. S. W. course, 
26 are undertaking block training in psy- 
chiatric settings. 

Re-orientation courses, for medical prac- 
titioners, medical officers of health, public 
health nurses, and other professional and 
lay groups, have been provided by several 
Ontario Hospitals. 
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Several types of programs for the remo- 
tivation of chronic patients have been de- 
veloped. A staff-training course under the 
direction of a team from the Philadelphia 
State Hospital, whose services will be made 
available through the courtesy of Smith 
Kline & French will be given at the Ontario 
Hospital, Toronto, during the week of 
January 30, 1961. 


There has been increased involvement of 
community agencies as well as of our own 
staff rehabilitation. A Rehabilitation Work- 
shop with broad representation was spon- 
sored by the Mental Health Branch in June 
1960. New dimensions of rehabilitation have 
been added by the establishment by the 
Minister of a Rehabilitation Branch of the 
Department of Health. The coordination of 
the activities of this Branch with those of 
the hospitals is in the process of develop- 
ment. 


Considerable time and discussion have 
been devoted to planning by a variety of 
committees representing services for the 
retarded, children’s services, occupational 
therapy, research, and hospital-university 
interests. 

Research departments have been esta- 
blished at the Ontario Hospitals at New 
Toronto, Toronto and Whitby, and re- 
search has been brought under the general 
supervision of a Committee on the Develop- 
ment of Research. Increasing support is 
being devoted to research. In 1960, the ex- 
penditure of more than $350,000. was ap- 
proved for this purpose. Of this sum, 53% 
was devoted to “psychological” research, 
27% to “physiological”, 7% to “sociological 
and epidemiological”, and 3% to “drug” 
research. A wide variety of research on 
projects such as Chromosomal Abnormalities 
in Mental Deficiency, Social Isolation, In- 
fant Security, Schizophrenia, etc., have been 
approved for 1960-61. 

No comprehensive revision of legislation 
has yet been made, but the existing legisla- 
tion has been considerably modified by: 


(a) Permissive legislation authorizing the 
establishment of Special Units to 
which admission is without legal 
formality. 


(b) Provision for admission on one 
medical certificate for a period not 
exceeding 30 days. 
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(c) Modification of provisions involving 
the supervision of estates by the 
Public Trustee. 

Regulations under the new Children’s Men- 
tal Hospitals Act provides for the admission 
of children under age sixteen on the appli- 
cation (in prescribed form) of the parent 
or guardian. Legislation for the establish- 
ment of “Community Psychiatric Hospitals” 
has been developed. 

The overall effect of the recent changes 
in legislation has been to make the legisla- 
tion more complex. However, the present 
phase is viewed as transitional, and the 
existing legislation as amended is now under 
study with a view to further modification 
and consolidation. 
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This review should not be concluded 
without mention of the plans for a new 
Ontario Psychiatric Institute to be develop- 
ed in collaboration with the University of 
Toronto. A site has been procured and 
architectural and organizational plans are 
well under way. 

Fortunately, I have neither space nor in- 
clination to outline the aspects of the pro- 
gram in which delay and disappointment 
have been encountered. However, I believe 
that the foregoing indicates that substantial 
progress is being made in the implementa- 
tion of the program which the Honourable 
the Minister has outlined, and to which he 
has given unflagging support and impetus. 

B. H. McNeet, M.D. 





conjunction 


June 1961. 


CONGRESS. 





ANNUAL MEETING — 1961 
C.PA. 

The annual general meeting of 
the C.P.A. for 1961 will be held in 
with 
WORLD CONGRESS OF PSY- 
CHIATRY in Montreal, 4th-10th 


Business Meeting-C.P.A. schedul- 
ed for a.m. Sunday, 11th June 1961. 
ACCOMMODATION is _ being 
arranged by the THIRD WORLD 


the THIRD 
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CORTICOID-INDUCED PHOSPHATURIA IN THE 
SCHIZOPHRENIC AND THE NON SCHIZOPHRENIC 
PATIENT 


Paut Kocnu, Pu.D., 
Introduction 

Hoagland et al (1), (2) and Pincus et al 
(3) have claimed that ACTH, given to 
schizophrenics, will result in a pro- 
nounced phosphaturia while it w ill not 
influence urinary phosphate excretion of 
the normal to any marked extent. Similar 
claims were voiced by Reiss et al (4) and 
Hemphill et al (5), and others. A diminu- 
tion of urinary phosphate excretion can 
be dentonstrated during LSD-25 induced 
experimental psychoses (1) which can 
be reversed by giving ACTH. Bergen 
et al (6) could ‘produce phosphate hoard- 
ing W ith LSD-25 in the guinea pig and 
reverse it with ACTH. Stevenson et al 
(7h studying phosphate excretion in the 
schizophrenic, with and without ACTH, 
have arrived at the following conclusions: 
All schizophrenics show a progressive 
increase in phosphaturia as the morning 
advances Paranoid schizophrenics are 
identical to normals in their spontaneous 
excretion rate. Catatonic schizophrenics, 
however, show a definitely reduced phos- 
phaturia which can be increased by 
ACTH. Lovegrove et al (8) report that 
paranoid and catatonic schizophrenics 
excrete on the whole less phosphorus 
than normal men but more than the 
average elderly men. Phenothiazines in- 
crease the day-time peak of phosphaturia 
in paranoid but not in catatonic schizo- 
phrenics. 

We are particularly interested in the 
corticoid-induced phosphaturia with the 
view of establishing a diagnostic aid for 
schizophrenia. 


Materials and Methods 
The following method, essentially the 
one published by Hoagland et al (1 ) was 
adhered to in all our experiments. 
On the first day all medication was 


Albert Prevost 
Montreal. 


1From the 6555 Gouin 


Blvd. W., 


Institute, 


Jean Marc Borpeveau, 


M.D., Camitte Laurin, M.D? 
(placebo day) the fasting patient was in- 
structed to urinate at 8:00 A.M. and to 
reject this miction. He then received 
placebo (injection or pill), with the in- 
struction to collect all urine for exactly 
three hours. This urine was acidified and 
refrigerated until the next day. On the 
third day (treatment day) “the same 
procedure was followed with the excep- 
tion of the treatment, which was either 
an ACTH injection or a cortisone acetate 
pill. On the same afternoon mineral 
phosphates and creatinine were deter- 
mined simultaneously for both days ac- 
cording to standard methods (9). In 
order to ensure some measure of control, 
especially of our more agitated patients, 
all schizophrenics and controls were 
given | mg of chlorpromazine per pound 
of bodyweight, per day, in four equally 
spaced doses, throughout the experi- 
mental period. 


The Following Substances were used 
in the Experiments: 

ACTH: Duration (long acting ACTH) 
and Acton X (short acting ACTH). 
Both these substances as well as the 
necessary placebos containing the sol- 
vents only, were graciously supplied to 
us by the Nordic Biochemical Com- 
pany. 


Cortisone Acetate: Pills of 50 mg and 100 
mg as well as their placebos were 
gr raciously supplied by Merck & Co. 
We wish to express our thanks to the 
above firms. 


Chlorpromazine 


Results 
Results were expressed as milligrams 
of phosphorus excreted per gram of 
creatinine. Taking the placebo values as 
baselines (100 percent) the induced phos- 
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Table I 
The influence of 25 mg intra-muscular Duracton (ACTH) on the phos- 


phaturias of various psychiatric patients. 


Phosphaturias 
DIAGNOSIS 


Neg. 


Pos. 


wn 


12 schizoes 
6 non-schizoes 1 


want 


*Here 
of Student's “t”’ 


Phosphaturias 
Probabilities 


Means & St. Errors 


0.6-0.7 


and in all other tables the standard error of the means was calculated to permit the use 
for the calclation of probabilities. 


Table Il 


Comparative influence of 25 mg Duracton and 50 mg Cortisone acetate in 


a three day experiment on 20 psy chiatric patients. 


After the placebo- -day, 


ACTH and cortisone have been randomly allocated to the second and third day. 
Irrespective of diagnoses, results were divided into positive and negative phos- 


phaturias. 
ACTH 
(Duracton) 
Positive | 
Phosphaturias 38.1 + 10 
Negative 
Phosphaturias | -18.7 + 3.2 


phaturia was expressed as positive or 
negative percentage variation from the 
base line. We have chosen to express the 
results in respect to a fairly constant 
creatinine excretion rather than to the 
urinary volume over which we had little 
control. 


Discussion 

Giving long acting ACTH to schizo- 
phrenic and non- schizophrenic psy- 
chiatric patients induces positive phos- 
phaturias in some of the patients of both 
groups. Neither their respective number 
nor the intensity of the ACTH induced 
phosphaturia can differentiate between 
the schizophrenic and the non-schizo- 
phrenic group. (Table I) 

The purpose of this study was to 
intensify the phenomenon of ‘the corti- 
coid induced phosphaturia and increase 
its discriminatory specificity between 


schizophrenics and non- schizophrenics. 


Cortisone Probability 


acetate 
180 + 50 <0.05 
—-49 + 5.8 <0.05 


Short acting ACTH gave essentially 
identical results (not shown here). It was 
therefore thought that by-passing the 
adrenals and stimulating the phosphaturia 
by giving cortisone directly the pheno- 
menon would be enhanced. 


The comparative action of cortisone 
and ACTH was studied in an experiment 
lasting three days (Table II). After a 
placebo day, 20 psychiatric patients of 
acetate and Duracton on the second and 
various diagnoses were given Cortisone- 
on the third day in a random order, so 
that half of the patients received Corti- 
sone-acetate first and the other half 
Duracton first. Results were divided into 
positive phosphaturias (higher than the 
placebo ones) and negative phosphaturias 
(lower than the placebo ones), irrespec- 
tive of the diagnosis. It was found that 
cortisone will give the same type of phos- 
phaturia (positive ones or negative ones) 
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Table Ill 
The influence of varying cortisone dosages and of varying collection times 
on the ability of the cortisone-induced phosphaturia to differentiate between 
schizophrenic and non-schizophrenic psychatric patients. 


Phosphaturias 
DIAGNOSIS 


Pos. 


Neg. 


Phosphaturias 
Probability 


Means & St. Errors 


I 50 mg Cortisone-acetate at 8:00 A.M. Urine collection time: 3 hrs. 





11 schizoes 8 3 90.2 + 58.5 
0.5-0.6 
14 non-schizoes 6 8 7.8 + 15.8 
_| 
II 200mg Cortisone-acetate at 8:00 A.M. Urine collection time: 3 hrs. 
t _ 7 a | 
5 schizoes 3 2 10.4 + 20.4 
| 0.7-0.8 
11 non-schizoes 4 7 48+ 6.6 
- _ ! —— - 
III 100mg Cortisone-acetate at 8:00 A.M. Urine collection time: 3 hrs. 
5 schizoes 4 1 84.3 + 38 
| 0.1-0.2 
5 non-schizoes 2 3 20 + 11 
| 


The above experiment was continued after three hours. 100 mg Cortisone-acetate at 8:00 P.M. 
again and continuation of urine collection. Total collection time: 24 hrs. 


5 schizoes 3 2 


5 non-schizoes | 2 3 


58 + 24 
0.6-0.7 
40 + 30 


IV 100 mg Cortisone-acetate at 8:00 A.M. during 3 consecutive days. The urine was collected 
for 3 hours each day and the phosphaturia was determined. All three phosphaturias were added 
up to give a total score of three days for each patient. 


6 schizoes 6 0 } 


4 non-schizoes 1 


as ACTH does. Cortisone will increase an 
induced positive phosphaturia signifi- 
cantly above the level obtained with 
ACTH. Surprisingly enough, it will also 
depress an induced negative phosphaturia 
significantly below the level obtained 
with ACTH. 

We are at a loss to explain this latter 
phenomenon. 

A larger group of schizophrenics and 
non-schizophrenics was then subjected to 
collection to 24 hours (Table III Exp. 3) 


158.5 + 24 


18.7 + 16 


The obtained phosphaturias could not 
differentiate between schizophrenics and 
non-schizophrenics. It was thought that 
increasing the cortisone dosage (Table 
II] Exp. 2) would enhance differentiation. 
But this was not the case. Repeating the 
cortisone stimulation in the evening on 
the same subject and extending the urine 
collection to 24 hours (Table III Exp. 3) 
did not differentiate any better between 
schizophrenics and non-schizophrenics. 
The crest of the phosphaturia wave lies 
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well within the first three hours follow- 
ing the stimulation. 

In our last experiment (Table III Exp. 
4+) a placebo- day was followed by three 
days of cortisone stimulation. Three hour 
phosphaturi ias were determined separately 
on each day. By adding the three phos- 
phaturias of each patient and comparing 
the means of the two groups, a significant 
difference between the schizophrenic 
group and the non-schizophrenic group 
was uncovered. 


Summary 

Some factors were studied which in- 
fluence corticoid-induced phosphaturias 
in the schizophrenic and the non-schizo- 
phrenic psychiatric patient. It was our 
aim to use the phenomenon of corticoid 
induced phosphaturia as a diagnostic aid 
in schizophrenia. ACTH induced phos- 
phaturia does not differentiate between 
schizophrenics and non-schizophrenics. 
Cortisone induces a much more marked 
phosphaturia in both groups without, 
differentiating any better. 
Neither increasing cortisone dosage nor 
increasing the urine collection time will 
enhance the diagnostic specificity of the 
induced phosphaturia. It was possible 
however to obtain a significant difference 
between a group of schizophrenics and a 
group of non-schizophrenic psychiatric 
patients by repeating the cortisone stimu- 
lation over three days and comparing the 
means of the sums of each group. 


however, 


Résumé 


Nous avons étudié quelques facteurs 
susceptibles d’influencer la phosphaturie 
provoquée par les corticoides chez les 
patients schizophréniques et non-schizo- 
phréniques. Nous nous proposions d’u- 
tiliser la phosphaturie provoquée par les 
corticoides comme un moyen diagnos- 
tique de la schizophrénie. I a ‘phosphaturie 


provoquée par ?ACTH ne peut différen- 
cier le schizophréne du non-schizophreéne. 
La cortisone, bien que produisant une 


PSYCHIATRIC ASSOCIATION 





JOURNAL Vol. 6, No. 


phosphaturie plus marquée, n’est pas plus 
spécifique que ! ACTH. Nous n’avons pu 
améliorer la valeur diagnostique de 
l’épreuve ni par l’augmentation de la dose 
de cortisone, ni en prolongeant la durée 
de la collection urinaire. 


Cependant une stimulation par la corti- 
sone administrée pendant trois jours suc- 
cessifs et la comparaison de la somme des 
trois phosphaturies nous a permis d’ob- 
tenir une différence significative entre le 
groupe schizophrénique et le groupe 
non-schizophrénique. 
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Correspondence 


To the Editor, 
Canadian Psychiatric Association Journal 
Thank you for printing my letter, 
dated February 26th, in the July number 
of the Association Journal. However, 
since this letter has been written a great 
deal of correspondence has been ex- 
changed and many points clarified. 
In your editorial comment you point 
out that the C.P.A. Committee on Mental 
Retardation exists and this we have dis- 
covered after a considerable research. It 
appears that very little has been known 
about it in the “Wild West” 
I would be grateful if you again could 
find space in the next issue of the Journal 
for this summing up of the present situ- 
ation. At the moment it appears that it 
will still take a great deal of effort and 
persuasion before we shall manage to 
gain recognition for Mental Retardation 
as an independent specialty, but, as the 
first step towards self determination, the 
formation of a group on Mental Retarda- 
tion joining all interested doctors across 
Canada appears to be imminent. 
A group of this type could function 
either: 
(1) A section of the C.P.A. comprised 
of the members of the C.P.A 

(2) Independent of the C.P.A. and 
uniting all Medical Practitioners 
working in Mental Retardation. 

As I indicated previously most of our 
colleagues I made contact with favored 
an organization within the framework of 
the C.P.A. and this is also my personal 
inclination. 

I discovered that to be eligible for the 
Ontario Psychiatric Association one must 
be a Certified Psychiatrist but this ap- 
parently is not necessary for the C.P.A. 
membership. I feel this is a very import- 
ant point because it would have been 
unfair to exclude from the C.P.A. some 
of our colleagues who, although not 
Certified Psychiatrists, devote themselves 
to the problems of Mental Retardation. 


(In Saskatchewan, and I believe the other 
provinces, except Ontario, they are 
eligible to the Provincial Psychiatric 
Association). ; 

We should make special effort to en- 
courage the young doctors who join the 
staff of an institution for Mentally Re- 
tarded to take interest in this field as a 
possible specialty. One of the worst 
aspects of the medical situation in Mental 
Retardation is the fact that the able 
young doctors in the institutions are not 
encouraged to specialize and become 
consultants in Mental Retardation, but 
have often duties limited strictly to the 
physical health of the residents—stitching 
cracked heads, inspecting sore throats 
and doing “annual physicals” wholesale, 
etc. After a year or two, those w ith initi- 
ative leave Mental Retardation, others 
stay as thoroughly institutionalized per- 
sonalities followi ing their routine with 
little ambition, initiative or hope. With 
this system I feel we are losing some of 
our best men. The only remedy I can see 
is to give them more responsibility for 
the total management of the cases, of 
course, with a proper co-operation with 
other disciplines involved and guidance 
from more experienced men. 


Frame of reference for the Mental Re- 
tardation group within the C.P.A. could 
be very similar to the Child Psychiatry 
Section. Annual C.P.A. meeting would 
be the background of our activity, but 
efforts should be made to ensure that 
there is someone representing various 
regional groups. By this I do not mean 
that every province should necessarily 
send a delegate, from doctors in Mental 
Ret ardation, to the C.P.A. meeting, but 
I think that when, e.g. the meeting is in 
the East, two or three doctors from 
Schools for Mentally Retarded in the 
West should attend to represent the 
western opinion. Before attending they 
should try to get in touch with as many 
of their colleagues here as possible and 
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try to put forward various ideas and 
opinions which they would have 
gathered. Most of these would have to be 
obtained by correspondence. 

Minutes of all meetings and discussions 
should be distributed to all the members. 

Discussion of our immediate vital prob- 
lems like—Mental Retardation as a speci- 
alty, Certification for specialists in Mental 
Retardation, Hospital (or Training 


School) standards, teaching of this sub- 
ject to medical students and psychiatric 
residents, research in Mental Retardation, 
our relations with Child Psychiatrists and 
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Pediatricians—all of this would tend to 
bring us together. 


All this has been discussed extensively, 
by correspondence, with Dr. H. F. 
Frank, Chairman of the C.P.A. Mental 
Retardation Committee and with more 
than 20 other doctors working in Mental 
Retardation who responded to my per- 
sonal letters. 


Yours sincerely, 
W. A. Zareski, M.B., Ch.B., D.P.M. 


The Saskatchewan Training School, 
Moose Jaw, Sask. 
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Thoughts after reading Edward T. 
Hall’s **‘The Silent Language”’ 
Doubleday, 1959. 240 pages — Price 
$3.95. 


My teacher, Dr. Desmond Curran of 
St. George’ s Hospital, Hyde Park Corner, 
tells a cautionary tale about the revam- 
ping of the British Diploma in Psycholo- 
gical Medicine. This diploma was started 
to encourage asylum doctors to read a 
bit more. Those who took it successfully 
received an honorarium of fifty pounds 
or so yearly. With the boom in psy chia- 
try at the end of World War II it was 
decided to spruce up the old D.P.M.s 
which were not felt to be quite in keep- 
ing with the more exalted status of psy- 
chiatry. So the leading psychiatrists in 
Britain met to decide what the minimum 
requirements should be for anyone to be 
admitted to our mystery. They worked 
hard. Each man present was reasonable, 
of wide experience and good sense, and 
asked only for the least learning necessary 
to reach the first step on the psychiatric 
ladder, and that the candidate should be 
capable of autonomous practice, no more. 
We can be sure that neuroanatomy, 
physiology, neurology, endocrinology, 
psychology, the rudiments of sociology, 
forensic psychiatry, child phy chiatry, 
psychopathology and psy chosomatics did 
not go unnoticed. I doubt whether psy- 
chopharmacology even got a footnote 
for that and geriatric psychiatry sprung 
from the fifties rather than the forties. 
Experience too was not, of course, for- 
gotten. 


When it was all assembled the com- 
mittee found that at least six to seven 
years of post- -graduate study would be 
needed to fit their novices for the bottom 
rung of the psychiatric ladder. There is 
no doubt that this would screen off mere 
‘go-getters’. Dr. Curran, always a prac- 
tical man, then asked, “How many of the 
committee members are qualified to take 
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the exam as it is going to be?” Only Sir 
Aubrey Lewis and Dr. Curran would 
have been eligible and they eyed each 
other’s credentials warily. 


Nearly fifteen years have passed and 
we now look back to the forties as a 
time of innocence. A peek into a neuro- 
anatomy book, a couple of texts in psy- 
chology, a smattering of neurology, 
run through Ruth Benedict’s ‘Patterns 
of Culture’ (if one was an egg-head), a 
nod to psychoanalysis or its congeners, a 
good grounding in clinical psychiatry 
and one was ready for the examiners. 
The various British D.P.M.’s, the Cana- 
dian certification and the U.S. specialist 
boards could all be tackled in this way. 
Most of the leading psychiatrists of our 
day were brought up more or less in this 
manner. 


The wretched candidate of the 60’s 
faces examiners more serious and better 
equipped to discomfort him than in those 
far off days. The basic sciences for psy- 
chiatry increase in every direction. The 
poor fellows are assailed by methodolo- 
gists, logicians, linguistic kinesic experts, 
biochemists, while others insist that a 
wider understanding of general medicine 
should be a requirement. There is no end 
to it—true candidates can always hope 
that examiners will stick to well tried 
questions and generally speaking, they 
are creatures of habit, but there is al- 
ways a chance the examiner may seize 
and maintain the initiative. 


So during the long days of summer, 
candidates for certification in psychiatry 
sweat away at books which are often 
longer and more confusing the further 
removed they are from clinical psychia- 
try. For those who are helping younger 
colleagues to prepare, the task is difficult 
and worrying. What can one recom- 
mend? There are various cram books, but 
these are a poor diet for those growing 
into a specialty—like dehydrated food 


” 
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they need a master chef to make them 
even palatable. What is required are 
brief, clear, vivid books which give the 
learner not only some of the necessary 
facts but most of all the feel, the atmos- 
phere, the climate of the particular sub- 
ject. Such books are rare so that when 
they occur they should be widely known. 
One of them has recently crept on the 
scene in rather too decent obscurity. 
Edward T. Hall’s “The Silent Language” 
was written for U.S. officials working 
overseas and he describes it rather dis- 
armingly as “the cultural analogue of a 
musical primer”. | think he has succeeded 
in doing what he invended so that his 
book is essential reading in anthropology. 
‘Basic’ is a hackneyed word which often 
seems to mean little more than ‘good’, 
‘interesting’ even ‘longwinded and 
compendious’, but here it is well earned. 
In exactly 240 pages Dr. Hall presents a 
theory of culture with many interesting 
and pertinent examples. He deals with 
those aspects of culture usually taken for 
granted, starting with the use of time and 
space. This seems so natural that we 
hardly even give a thought to it, yet it 
has to be learned from our own earliest 
years and its ordering is at the heart of 
culture. This then is a book to be read, 
enjoyed and re-read, but it is a primer 


or 


exactly as is claimed and leaves one 
hoping that Dr. Hall will give us a 


sequel where he will develop some of 
the themes which he opens here. It is sO 
piquant and stimulating that one is 
hungry for more. The great dimension 
of religion, for instance, receives little 
attention in this book yet surely it is 
woven inextricably not only into every 
culture, but plays a predominant part in 
developing and often sustaining cultural 
differences, particularly those connected 


with ideas about the nature of the self. 
Can we expect to understand psycho and 
socio-therapeutic systems being practised 
and developed by say, Indian, Japanese, 
Chinese or African ‘psychiatrists unless 
we are aware that ideas about personality 
can arise from very different premises. 
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Our theory of personality comes from 
an ethical system which emphasizes con- 
tinually not only the separateness and 
uniqueness of individual men and women, 
but that of particular racial or religious 
groups of men and women, and in addi- 
tion suggests that living itself is a unique, 
a single event upon which all of future 
happiness or damnation depends. As 
Whorf (2) emphasizes, the very language 
we use is loaded with presuppositions 
and assumptions springing from and 
themselves making us continually aware 
of a particular sort of universe. 

Eastern theories of personality have 
developed from religious ideas based on 
many incarnations. The Buddha, we are 
told, was a monkey several hundred in- 
carnations back, but a very clever mon- 
key of course. Those brought up in this 
atmosphere which has seeped into at 
least a hundred generations of men and 
women where Hinduism and Buddhism 
have flourished, must surely see changes 
in personality as natural, indeed inevita- 
ble. The Judeo-Christian religious out- 
look does not accept such notions very 
easily. In it we are set on our course 
separately and but for the Grace of God 
speed towards damnation. To avoid this 
catastrophe personal striving is never 
enough. Some special act of divine inter- 
vention, something miraculous or catas- 
trophic is necessary. Surely people whose 
assumptions are so w idely different must 
have very different ideas about the very 
nature of personality and so about its 
susceptibility to change. Translations 
from one set of ideas to another can only 
be made by sustained effort, goodwill 
and help and guidance of scientists such 
as Dr. Hall who can discuss such matters 
clearly and vividly and remind us to 
beware, above all, of our own assump- 
tions. 

Yap (3) in a characteristically thought- 
ful paper on possession, after pointing 
out many differences between the same 
syndrome as reported in French and 
Chinese patients, adds that the Chinese 
idea of evil little resembles that of Euro- 
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peans and that Chinese are seldom pre- 
occupied with speculations about damna- 
tion and salvation. 


It would be churlish to complain that 
a primer is what it sets out to be, a 
primer. This is a book which psychia- 
trists can safely commend to those work- 
ing for certification and indeed every 
resident or medical student who comes 
in contact with psychiatry would benefit 
from it. For myself, I intend to re-read 
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it at regular intervals just to ensure that 
the straight jacket of language and cul- 
ture gets an occasional easement. 
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ANNUAL REPORT OF THE 
CANADIAN PSYCHOANALYTIC SOCIETY 
SOCIETE CANADIENNE DE PSYCHANALYSE 
1637 Sherbrooke Street West, Montreal 


Executive Council (1960). Dr. J. B. 
Boulanger, president, Dr. A. Parkin, vice- 
president; Dr. W. C. M. Scott, secretary; 
Mr. A. Lussier, treasurer; Drs. A. W. 
MacLeod and M. Prados, Councillors. 

Charter. Supplementary Letters- 
Patent have been granted to the Society, 
with the following powers and objects: 
“in conformity with the statutes of the 
International Psycho-Analytical Associa- 
tion, of which the Canadian Psychoana- 
lytic Society (Société Canadienne de 
Psych: analyse) is a component Society, 
to advance the study and science of psy- 
choanalysis, to define standards for the 
admission to the profession of psycho- 
analyst, to establish and maintain stan- 


dards for the practice of psychoanalysis.” 


Canadian Institute of Psychoanalysis— 
Institut Canadien de Psychanalyse. At 
its annual meeting, held on Ist October, 
the Society founded an Institute, em- 
powered “to provide theoretical and 
practical training in psychoanalysis for 
competent students, to promote and con- 
duct research in psychoanalysis”. Its 
[raining Committee consists of the fol- 
lowing among the fifteen founding mem- 
bers of the Institute: J. Aufreiter, J. B. 
Boulanger, N. B. Epstein, A. Lussier, 
A. W. MacLeod (all of Montreal); 
Parkin and I. Schiffer (Toronto); W. C. 
M. Scott (Montreal). 


Scientific Meetings (1960) 


(21st January). “The Depressive Path- 
of Murder Cases”, by Dr. B. M. 
Cormier and Mrs. M. C. Kennedy. 

(8th February). “E xperimental Ap- 
proaches to Psychoanaly sis”, by Dr. I. A. 
Mirsky (Pittsburg). 

(25th February). “A Case of Identical 
Twin with Secondary Amenorrhea”, by 
Mrs. V. Popescu. : : 

(Toronto, 27th February). “A Study 
of Precipitating Factors in Peptic Ulcer”. 
by Dr. J. Bingham (Toronto). 

(17th March). “First Months of An- 


ology 


alysis of a Four-and-a-Half-Year Old 
Girl”, by Dr. Taylor Statten. 

(28th March). “Psy choanalytic Obser- 

vations of the Emotional Situation of the 

Group Psychotherapist”. (Fifth Frangoise 
Boulanger Memorial I ee by Dr. D. 
Ross (Cincinnati). 

(8th April). “Short-Term Psychoana- 
lytic and Psychosomatic Predictions” 
(Preliminary Findings and Some Prob- 
lems in Method), by Dr P. Knapp 
(Boston). 

(28th April). “The Super-Ego Contri- 
bution to Dream”, by Dr. M. Prados. 

(27th May). “On a Case of Catatonic 
Schizophrenia,” by Dr. J. Butcher (To- 
ronto). 

(2nd June). “Insomnia, Identification 
and an Anxious Hypnagogic Hallucina- 
t.on”, by Dr. R. C. A. Hunter. 

(Annual Meeting of the Canadian Psy- 
chiatric Association, Banff, 16th June). 

“A Particular Fantasy Inhibiting Marri- 
age”, by Dr. T. J. Boag (Montreal) ; 
“Psy choanaly tic Observations of the 
Mechanism of Conversion Symptoms”, 
by Dr. I. Schiffer (Toronto); “The 
Transference in Psychoanalysis and in 
Dynamic Psy chotherapy” : by Dr. G. 
Zavitzianos (Englewood, N.].). 

(11th October). “Theory of the Par- 
ent-Infant Relationship”, by Dr. D. W. 
Winnicot (London, Eng.). 

(20th October). “Identification with 
Faeces”, by Dr. J. Aufreiter. 

(17th November). Discussion on Cry- 
ing (introduced by Dr. W. C. M. Scott). 

(2nd December). “Contribution to a 
Theory of Autoerotism”, by Dr. S. G. 
Margolin (Denver, Col.). 

(14th December). Joint meeting with 
the psychiatric section of the Montreal 
Medico-Chirurgical Society on “The Re- 
lationship of the Child to its Mother 
when she does and does not accompany 
the child to the hospital”. (Drs. j. B. 
Boulanger, N. B. Epstein and Taylor 
Statten). 





